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ABSTRACT
Eating disorders are complex mental and physical health disorders that impact every area of
one’s life, and standard treatment protocols often fail to meet the multifaceted needs of eating
disorder recovery. Studies indicate that relapse rates remain high following standard treatment
and demonstrates that treatment often reinforces the body-centric and behavioral values of the
disorder. Using the theoretical framework of feminist phenomenological lens and the
hermeneutic phenomenological approach for data analysis, this study explored the use of the
Creative Arts Personal Growth Group for Eating Disorder Recovery (CAPG-E), a group
counseling protocol for eating disorder treatment that focuses on decreasing the impact of shame
and fear while increasing positive experiences of embodiment. The eight-week protocol
incorporates creative arts interventions with grounding skills, psychoeducation, self-compassion,
and shame exposures in a setting that promotes safety and acceptance. This study explored the
lived experiences of the six group members who served as co-researchers in exploring the
CAPG-E components and processes that co-researchers identified as helpful and meaningful,
reducing fear and shame, and contributing to positive changes in the experience of embodiment.
Results indicated that the components and processes of the pilot CAPG-E group were effective in
meeting these goals. Findings were discussed in light of the extant literature. Implications for
social change and recommendations for further study were identified.
Keywords: creative arts personal growth group, eating disorders, embodiment, shame,
self-compassion, group counseling
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Dedication
To anyone reading these words while you are on your journey of embodiment - of coming home
to yourself and your body: may the words held in these pages bring you hope.

And to my Mom, who has never let anyone tell her that ‘female’ means ‘lesser’ - thank you. I’m
so proud to be your daughter.

Here’s to strong women.
May we know them.
May we be them.
May we raise them.
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CHAPTER ONE: INTRODUCTION
Hatred of one’s body, disconnection from the self, and eating disorder symptomology
occur in epidemic levels among females in Western cultures, evidenced by the normalization of
these experiences (Beyer & Launeau, 2019). The prevalence of eating disorders continues to rise
(Zaccagnino et al., 2019) and these disorders remain among the most fatal of all psychiatric
conditions (Gaudiani, 2019; Papdopoulos et al., 2009). Despite the development of many
cognitive-based treatment protocols for the treatment of eating disorders, low rates of remission
and high incidence of relapse (National Institute for Health and Clinical Excellence, 2005;
Cooper, 2012) indicate the insufficiency of current protocols. Additionally, eating disorder
treatment often focuses on changing external behaviors, which reinforces the experiences of
powerlessness and the emphasis on body size that are characteristic in these disorders (Beyer,
2016; Kwee & Launeanu, 2019) rather than treating the subjective experience of the self,
reconnection with somatic cues, and increased agency (Kwee & Launeanu, 2019; Malecki et al.,
2018). Embodiment, the subjective lived experience of being a body in a social context
(Merleau-Ponty, 1945; Piran, 2017), rather than body image, must be incorporated into treatment
in order to provide sustained, culturally sensitive, trauma-informed change and healing (Ressler
& Kleinman, 2019).
The Creative Arts Personal Growth Group for Eating Disorder Recovery (CAPG-E) was
developed as an adaptation from the Creative Arts Personal Growth Group (CAPG), a transdiagnostic group protocol focused on transforming fear and shame with compassion, courage,
and community (Sosin et al., 2019; Sosin & Noble, 2020). CAPG-E is an eight-week group
protocol for individuals with eating disorders that promotes increased connection and self-
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compassion while exploring the roles of fear and shame in the development and maintenance of
eating disorders (Sosin & Noble, 2020). The efficacy of CAPG groups in transforming shame
and fear, the trauma-informed and culturally sensitive nature of the CAPG protocol, and the need
for novel embodiment-based eating disorder treatment protocols indicated the need to develop
and explore this treatment for the eating disorder population (McBride & Kwee, 2019; Sosin et
al., 2020). This dissertation explores the phenomenology of CAPG-E group members.
Background of the Problem
Two different modes of interaction provide the philosophical underpinning for viewing
the body as an object. Martin Buber (1923) described the I-It interaction between the self and an
object, and the I-Thou interaction between the self and another being. When one’s own body is
perceived and treated as an it (object), rather than a thou (being), self-objectification occurs.
Social and cultural messages about female bodies reinforce I-It objectification, resulting in
experiences of shame, attempts to manage the body, and disordered eating behaviors (McBride,
2019; Noll & Fredrickson, 1998). Objectification and sexualization, by self and by others,
threaten the sense of self (Malecki et al., 2018) while social, political, and cultural messages
about female bodies promote a focus on the external and measurable aspects of women (Tylka &
Kroon Van Diest, 2015). Eating disorders may emerge in women as attempts to diminish or
eradicate the body, increase a sense of safety, or conform to the cultural script of an acceptable
female body (Malecki et al., 2018; Piran & Teall, 2012).
A range of eating disorder behaviors may emerge such as restricting caloric intake in
anorexia nervosa (AN), consuming large quantities of food while experience a loss of control in
binge eating disorder (BED), the use of compensatory behaviors following a binge eating
episode in bulimia nervosa (BN), or a variety of disordered behaviors related to food, eating, and
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body image in other specified feeding and eating disorder (OSFED) (American Psychiatric
Association, 2013; Gaudiani, 2019). Significant psychological and physiological complications
are associated with all eating disorder behaviors, including AN having the highest mortality rate
of all psychiatric disorders (Gaudiani, 2019). Traumatic experiences are a risk factor for all
eating disorders (Vanderlinden & Palmisano, 2019), and experiences of increased shame,
decreased emotional awareness, and disconnection from the body occur across eating disorder
presentations (Allan & Goss, 2012; Stanghellini et al., 2019; Zaccagnino et al., 2019).
Cognitive-behavioral (CBT) approaches comprise the basis of eating disorder treatment
(Lipsman et al., 2014), emphasizing changes in behaviors and thinking patterns, and improving
body image. While treatment protocols for eating disorders are adequate in some cases, the
relatively low efficacy of eating disorder treatment, along with the ways in which eating disorder
treatment often corroborates the disorder’s focus on size and behaviors, indicate the need for
novel approaches for treatment (Cooper, 2012; Kelly & Carter, 2012; Kwee & Launeanu, 2019).
Embodiment, the subjective experience of being a body in a social context, has emerged as a
construct that holds promise for more efficacious and complete treatment for eating disorders
(McBride, 2019; Piran & Teall, 2012). This approach to eating disorder treatment is congruent
with the Developmental Theory of Embodiment (DTE), which identifies the roles of the physical
domain, the mental domain, and social power in supporting or disrupting experiences of
embodiment (Piran & Teall, 2012). Integrating positive experiences of embodiment (Piran, 2017)
into treatment is necessary in order to challenge, rather than reinforce, sociopolitical messaging
about bodies and to increase connection to the self (McBride, 2019; Ressler & Kleinman, 2019).
CAPG is a group counseling protocol that has growing empirical support for addressing
fear and shame through creative interventions, mindfulness, compassion, and community (Sosin
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et al., 2020). CAPG-E was developed as an expansion of the CAPG group protocol that
addresses fear and shame through interventions specifically tailored to eating disorder treatment.
CAPG-E is a trauma-informed group protocol intended to increase the positive experiences of
embodiment of group members. The background of the problem and development of this
intervention are discussed in greater detail in Chapter Two of this text.
Theoretical Framework
The theoretical framework of this study is grounded in the lens of feminist
phenomenology, an approach to research developed to explore the lives, experiences, and voices
of women (Fisher, 2000). Since the early 20th century, philosophers have identified sociocultural
factors that promote viewing one’s body as an object, rather than as an inextricable part of the
self (Buber, 1923). This perspective of the body is experienced in a unique way by women and
leads to objectification when a culture considers the observable aspects of the body to be the
most valuable aspect of women, particularly when the body conforms to societal standards of
beauty (Noll & Fredrickson, 1998). When a woman considers her value and her own body in this
way, self-objectification occurs and naturally leads to attempts to manipulate the body through
any means, including disordered eating behaviors (Piran & Teall, 2012; Stanghellini et al., 2019).
The sexual objectification of women, in which bodies are treated as sexual objects existing for
the pleasure or use by others, further contributes to the disconnection between a woman and her
own body (Siemens & Kwee, 2019; Tylka & Kroon Van Diest, 2015).
In contrast to other research traditions that privilege the voice of the researcher above
those of the participants, feminist phenomenology emphasizes participants’ voices as it utilizes
the words of women to describe and interpret their own experience (Fisher, 2000; Garko, 1999).
The focus on increasing the expression and agency of female voices in feminist phenomenology
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aligns with the Developmental Theory of Embodiment (DTE), which is the framework used to
conceptualize the experience of disconnection from the body and the self (Piran, 2017).
According to DTE, the experience of embodiment consists of five dimensions that are each
experienced on a continuum from negative to positive: (a) connection and comfort, (b) agency
and functionality, (c) expression of desire, (d) self-care, and (e) inhabiting the body (Piran,
2017). Each of these dimensions may be significantly impacted by the experience of fear and
shame, and individuals with eating disorders experience disruptions in the experience of
embodiment as well as increased shame, fear, and self-contempt (Bardone-Cone et al., 2010;
Brown, 2010; Goss & Gilbert, 2002; Sosin et al., 2020).
Shame is an intolerable intrapersonal and interpersonal experience, and contributes
significantly to eating disorder severity (Gilbert, 2002; Kelly & Carter, 2012). Because shame is
first experienced in the context of relationship, it is also healed through interpersonal connection
and vulnerability (Brown, 2010). Moreover, loneliness and isolation hinder the process of eating
disorder recovery which is often accompanied by a belief that social support is not available
(Goss & Allan, 2012; Stewart, 2004). Group treatment is recommended for eating disorder
treatment in order to increase connection, offer and receive support from others, and to
experience safety and respect; these are needs that often have been left unmet for individuals
with eating disorders (Beyer, 2016; Goss & Allan, 2012; Stewart, 2004). For these reasons,
groupwork is utilized for the current study.
The CAPG protocol is a short-term, trans-diagnostic group focused on transforming
shame and fear through connection and compassion, which was developed as a group adaptation
of the Creative Exposure Intervention (Sosin & Rockinson-Szapkiw, 2016). Studies on the
efficacy of CAPG have indicated promising preliminary findings (Sosin et al., 2020). This group
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protocol integrates trauma-informed and somatically based principles and introduces creative
tools to decrease experiences of shame and increase experiences of self-compassion and
acceptance (Sosin & Noble, 2020). Experiencing a sense of safety and acceptance in the group
emerged as a prominent theme among CAPG group members (Sosin et al., 2020); safety and
acceptance are also necessary factors in efficacious eating disorder treatment in order to decrease
defensiveness and increase emotional attunement and connection (Costin, 2019; Williams &
Files, 2019). The use of creative arts-based interventions provides an avenue for processing and
expressing past experiences and for increasing mindful awareness (Ressler & Kleinman, 2019;
Sosin et al., 2020).
Considering the congruence between the findings of the CAPG group protocol and the
necessary factors in embodied eating disorder treatment (Beyer & Launeanu, 2019; Goss &
Allan, 2012), the CAPG protocol provides an appropriate basis for an eating disorder group
protocol that integrates principles of embodiment and of shame processing in treatment. Building
on the framework of the CAPG protocol, CAPG-E includes empirically supported interventions
and approaches from CBT, self-compassion, mindfulness, creative arts, and somatic awareness
(Allan & Goss, 2012; Chan, 2019; Kass et al., 2013; Lipsman et al., 2014; McGinnis, 2019).
Additionally, the psychoeducational portions in CAPG-E are adapted to identify the specific
application of principles to eating disorder recovery. The original six session CAPG protocol was
expanded to eight sessions in CAPG-E to allow for the disorder-specific adaptations.
Purpose of the Study
The purpose of this study is to explore the lived experience of participation in the CAPGE group, including increasing connection and self-compassion and decreasing fear and shame
among individuals with eating disorders or disordered eating. The goal of the study is to expand
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a group protocol with growing empirical support that integrates positive experiences of
embodiment while addressing the trauma and shame that contribute to the development of eating
disorders. An additional goal is to evaluate the efficacy of this protocol. Giving voice to the lived
experiences of participants, including thoughts, emotions, and somatic experiences, is also
emphasized.
Nature of the Study
This study utilizes a hermeneutic phenomenological research method to explore the lived
experience of participants in the CAPG-E group. Data was gathered through written feedback
forms completed weekly by group members (see Appendix A) in addition to a comprehensive
group evaluation form completed by each participant after the final CAPG-E session (see
Appendix B). Each CAPG-E group session was audio recorded with permission from
participants; these recordings were then used to triangulate data from the written evaluations.
The process of data collection and analysis is discussed in greater detail in Chapter Three of this
text.
Research Objectives
CAPG-E was developed to provide an empowering, embodiment-based approach for
individuals struggling with an eating disorder as they heal from shame and fear in a group
context through developing compassion, connection, and courage. The research objectives center
around exploring the lived experience of the group members. The first research objective is to
explore how CAPG-E participants describe their lived experience of the group process and
components. The second research objective is to explore participants’ experience regarding
which aspects of CAPG-E were meaningful and helpful in tolerating and modifying fear and
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shame. The third research objective is to explore what impact, if any, the CAPG-E process and
components had on the participants’ lived experiences of embodiment.
Research Approach
Qualitative research explores the subjective nature of lived human experience and can be
more helpful than quantitative studies in identifying rich and meaningful descriptions when
exploring a phenomenon (Heppner et al., 2016; Moustakas, 1994). For this study which seeks to
understand the lived experience of participants and to preserve the voice of these participants, a
phenomenological research method is utilized (McBride & Kwee, 2019; van Manen, 1990).
Although the lens of feminist phenomenology provides the framework for this study, it does not
provide a specific research methodology or process (Fisher, 2000). Therefore, van Manen’s
approach to hermeneutic phenomenology (1990) was followed to explore and analyze the data of
participants’ lived experience, to draw out themes within context, and to identify the role of the
researcher’s interpretation in the analysis. Specifically, data was collected through weekly
feedback forms completed by each participant, a final group evaluation completed by each
participant, and audio recordings of CAPG-E sessions. Van Manen’s six phases of hermeneutic
analysis were then be applied to the data (van Manen, 1990). This process is described in more
detail in Chapter Three.
Assumptions and Limitations
Pre-existing understandings or assumptions exist within any research study, including
phenomenological research (Cohen et al., 2000; van Manen, 1990). While assumptions cannot be
eliminated, they are identified and acknowledged. The limitations of the current study and of the
selected research method are also identified.
Assumptions
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Assumptions and limitations apply to all studies, including the present research. Based on
the efficacy of CAPG (Sosin et al., 2020), the primary researcher assumed it is true that the
CAPG-E protocol would be effective in addressing the stated goals, and that the risks or
discomfort associated with participating in the study would be outweighed by the benefits.
Additionally, it was assumed that participants were honest when completing screening
documents and in the feedback they provided throughout the study, although this cannot be
verified. The limitation of self-reported data is acknowledged.
According to the phenomenological research tradition it is imperative that the
researcher’s assumptions, biases, and pre-understandings are identified prior to engaging in data
processing or analysis (Moustakas, 1994; van Manen, 2014). Furthermore, in feminist
phenomenology the privileges and social positioning of the research must also be delineated
(Fisher, 2000). Therefore, a detailed exploration of each of these aspects is included in Chapter
Three of this text. Despite the use of bracketing and transparency regarding bias, the researcher’s
personal bias may be present in additional, unknown ways.
Limitations
The generalizability of this study’s findings is limited due to the qualitative nature of the
study including a small sample size and the lack of control group in the study, a potential
weakness of this study. Generalizability of findings is not the goal of qualitative research.
Rather, the focus is on understanding the lived experiences of participants in order to inform
program evaluation, which requires depth rather than generalizability (Heppner et al., 2016; van
Manen, 2014). Participant biases about treatment, recovery, and group work may also contribute
to the findings, in addition to previous experiences in treatment. The impact of participant bias
may be more prominent due to the small sample size.
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Because of the gendered differences in experiences of embodiment (which is experienced
by individuals of all genders, but in distinct ways), the focus in the literature about the
experiences of females, and the framework of feminist phenomenology, the sample in this study
was limited to females. Additionally, all group members resided within the same geographic
region of central Virginia, allowing them to attend the group in person. Experiences of
embodiment and eating disorder recovery may differ across genders and geographic location.
Participation in this study was open to any client at Empower Counseling, PC, a private
outpatient counseling office, receiving individual treatment for an eating disorder or disordered
eating. The clients of several clinicians expressed interest in participation, however, all
individuals who were screened as appropriate for group and who were able and willing to
commit to participation in the study were my current individual psychotherapy clients. This
dynamic likely had both positive and negative effects on this study, including decreasing the
time needed to establish therapeutic rapport in the group (positive impact) but also presenting
additional challenges in keeping the content and process from individual psychotherapy separate
from that of group treatment. Dynamics associated with having a pre-existing relationship were
discussed with each group member during the screening process, including discussing
boundaries that would be observed in order to distinguish individual from group work. To
decrease potential limitations in the study, I engaged in consultation regarding having multiple
roles prior to developing the protocol. I received supervision regarding this throughout the course
of the study, and kept detailed process notes for the purpose of bracketing. I also relied on
previous experience of leading therapy groups with individual clients as participants. Despite
these efforts, having multiple roles may have contributed to the limitations in this study.
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Finally, this group was conducted from September through November 2020, during the
COVID-19 global pandemic. Some accommodations were required in order to allow the group to
comply with state and federal recommendations and requirements for social distancing. Group
members were required to be physically distanced from one another during the group sessions,
which may have impacted the sense of cohesion and connection in the group. Additionally, if
any group member had direct exposure to someone with COVID-19, or was exhibiting any
symptoms of the virus, the member was required to quarantine and therefore attend group
virtually. While every effort was made to minimize the impact of using video technology, it may
have affected how group members felt in the group and caused some disruption in
communication.
There is an inherent limitation in talking and writing about the construct of embodiment,
because by its own nature embodiment is experienced as feelings, sensations, and lived
experience in the body, not as words and language. When applying language to these experiences
some of the richness of the experience is lost, and language about these experiences may not be
accessible. To reduce the effect of this I explored detailed sensory language with participants and
provided a list of descriptors applicable to nuanced experiences in the body. However, some
meaning is lost in the translation of sensation and experience into words in any exploration of
embodiment.
Conceptual Framework
Eating disorders may develop as a means of trying to regulate distress through changing
or disconnecting from the felt sense of the body (Malecki et al., 2018). While a range of feeding
and eating disorders are described in the Diagnostic and Statistical Manual of Mental Disorders
(DSM-5), eating disorders have a common thread of utilizing food as a means of controlling the
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body, and/or of using maladaptive weight-controlling behaviors as an attempt to meet emotional
needs (Vanderlinden et al., 2007). The physical, psychological, and relational effects of eating
disorders are vast (Gaudiani, 2019), including self-directed hostility; high levels of self-criticism,
self-disgust, and shame; decreased connection to the self; and limited emotional awareness
(Beyer, 2016; Goss & Gilbert, 2002; Stanghellini et al., 2019; Virdi & Nicholls, 2019;
Zaccagnino et al., 2019). Cognitive-behavioral therapies constitute the primary treatment
approaches for eating disorders (Lipsman et al., 2014), yet relapse rates remain extraordinarily
high following these treatment-as-usual protocols (Kelly & Carter, 2012).
Individuals with eating disorders have significantly higher rates of trauma history,
compared to healthy populations (Seubert, 2019). Although literature indicates that eating
disorder and trauma treatment should occur concurrently in order to promote full recovery, this is
often not the case (Finlay, 2019). Additionally, the treatment-as-usual ED protocols typically
focus on external behaviors and body size, corroborating the focus of the disorder itself
(Galsworthy-Francis & Allan, 2014). In order to provide ethical and comprehensive treatment
that addresses the needs of the whole person, there is a need for an additional focus on
addressing the five dimensions of embodiment, the lived experience of being a body in a social
context (Kwee & Launeanu, 2019; Piran, 2017; Piran & Teall, 2012).
The eating disorder adaptation of CAPG, the Creative Arts Personal Growth Group for
Eating Disorder Recovery (CAPG-E), uses the structure of CAPG and integrates additional
factors specific to eating disorder treatment. Self-compassion is lower among individuals with
eating disorders compared to other populations (Barrow, 2007), yet self-compassion can combat
the effects of self-criticism, decrease experiences of shame, and decrease the use of ED
behaviors (Ferreira et al., 2013; Goss & Allan, 2012; Kelly & Tasca, 2016). Self-compassion and
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identity development interventions are integrated into the framework of CAPG-E (Costin &
Grabb, 2012; Virdi & Nicholls, 2019). Affect regulation, including decreasing the activation of
the threat (sympathetic) system and increasing activation of the soothing (parasympathetic)
system are also integrated into this model (Depue & Morrone-Strupinsky, 2005; Kelly et al.,
2019). Psychoeducational components in CAPG-E include the window of tolerance (Ogden et
al., 2006), trauma and grounding (Seubert, 2019), and exploring the role and function of
emotions (Seubert, 2019).
Principles of embodiment and of eating disorder treatment focus on centering the body
and the lived experience in treatment (Kwee & McBride, 2019; Malecki et al., 2018). Leaders in
the study of embodiment and eating disorders identified the need for phenomenological research
studies to evaluate the efficacy of somatic and affective interventions (H. McBride, personal
communication, May 30, 2020). Exploring lived experience is at the core of phenomenological
research, making van Manen’s approach to phenomenological analysis the research method used
for this study as it utilizes a small sample size, prolonged engagement with the topic of study,
and identifies the role of the researcher’s interpretation of the phenomenon (van Manen, 1990).
Figure 1 depicts a model of the proposed relationship between external messages, experiences of
embodiment, fear and shame, and the CAPG-E intervention.
Figure 1.1
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The CAPG-E protocol is outlined in Table 1. The full CAPG-E manual, including stepby-step session outlines and handouts, can be obtained from the authors (Sosin & Noble, 2020).
Table 1
CAPG-E Session Goals and Interventions
Session 1: Increasing Emotion Regulation and Creating a ‘Village of Safety’
GOALS: (1) to promote safety
and connection in the group

INTERVENTIONS: Psychoeducation focuses on SNS and
PNS activation, the impact of trauma, fear, and shame, and
the Window of Tolerance. Discuss role of using anchoring
(2) provide psychoeducation
about the impact of trauma and skills instead of ED behaviors to return to the WOT
shame on thoughts, feelings,
Anchoring Skills: deep breathing, progressive muscle
bodily sensations, and sense of relaxation, imaginal safe place, and depicting safe place
self (WOT)
with art are taught and practiced. The purpose of anchoring
is to calm and soothe the mind and body when triggers
(3) introduce anchoring skills
activate fear and shame.
and record keeping to support
emotion regulation and
promote shame resilience.
Session 2: Knowing, Being, and Celebrating Your True Self
GOALS: (1) to provide
psychoeducation about the
healthy self and ED self and
role of healthy self to heal the
ED self

INTERVENTIONS: Psychoeducation highlights the
concept of the healthy self and the ED self, including
contributing factors. Emphasize the value each members’
unique identity and how solidifying and accepting one’s
identity helps develop shame resilience and congruence
between daily choices and identity.
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(2) to consider the non-food
Core Self Depiction: After anchoring, members reflect on
factors that have contributed to salient features of their core self identity and what is
the development of the ED self important to them (i.e., values, ethnicity, gender, culture,
family, interests, talents) and depict these features with art
(3) to increase awareness and
supplies, followed by member sharing and support.
acceptance of members’
authentic self/identity
(4) member sharing and
support
Session 3: Creative Shame Resiliency
GOALS: (1) to deepen
connection between group
members

INTERVENTIONS: Psychoeducation focuses on
developing a toolbox for monitoring and modifying fear
and shame and living congruently. Leaders stress how all
people should be treated with lovingkindness and that they
(2) to promote finding
are safe now with the right to have a relationship with
meaning and purpose; and
themselves and others that is loving and kind (Neff &
(3) to increase knowledge and Germer, 2018). Meaning and purpose can be fostered
skills needed to transform fear through spiritual practices including mindfulness,
and shame into compassionate acceptance, and connection with the soul self (Costin &
connection with self and others Grabb, 2017).
Creative Exposure Intervention (CEI): After anchoring and
creating the safe place depiction, around the safe place
depiction, members portray with art a specific memory of
a shame trigger, including thoughts, emotions, and
associated beliefs.
Using the safe place to re-anchor, members identify loving
kindness and self-compassionate responses to the memory
and depict these responses.
Session 4: Transforming Shame through Interpersonal Connection
GOALS: (1) to deepen
connection between group
members and
(2) increase knowledge and
skills needed to transform fear
and shame into compassionate
connection with self and
others; and
(3) promote reaching out to
people instead of to disordered
behaviors

INTERVENTIONS: Psychoeducation focuses on the role
of interpersonal support in emotional regulation.
Safe Place with Other(s): Members imagine themselves in
their safe place with the safe figure, taking time to
experience a sense of safety and unconditional love, and
depict this experience. Next, they focus their attention on a
memory of shame or disconnection from their bodies.
Focusing attention back on safe place and protective
figure, they then imagine how the protective figure would
intervene and comfort them. They practice responding to
themselves with the same loving-kindness that these
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figures would show them, depicting this on the paper as
well.

Session 5: Accessing Self-Compassion and Kindness
GOALS: (1) to deepen
connection between group
members

INTERVENTIONS: Psychoeducation highlights the role
that food rules have on strengthening the ED voice and
promoting dis-embodiment. Framework for a more
compassionate approach of conscious eating is provided.
Leader introduces and distributes the Eater’s Agreement.

(2) increase knowledge and
skills needed to transform fear
and shame into compassionate Creative Self-Compassion Tool: Members imagine
connection with self and others themselves in their safe place with the safe figure and
depict this. They then focus their attention on a memory of
(3) promote reaching out to
people instead of to disordered shame or disconnection from their bodies, depicting the
disturbing thoughts, feelings, body, sensations, and core
behaviors
beliefs on the paper resulting from the memory. Focusing
attention back on safe place and protective figure, they
then imagine how the protective figure would intervene
and comfort them. They practice responding to themselves
with the same loving-kindness that these figures would
show them, depicting this on the paper as well.
Session 6: How Shame Took Root and Unrooting It
GOALS: (1) to help members
develop, explore, express, and
process their “shame narrative”
and the impact these events
had on them
(2) support members in
grieving about past trauma
(3) increase members’
understanding of the
connections between thoughts,
emotions, urges, and actions
(4) deepen members
compassion toward themselves
and one another
(5) reframe the impact to
include “the rest of the story”
(Meichenbaum, 2006)

INTERVENTIONS: Psychoeducation focuses on the
relational nature of shame, and on how trauma influences
self-talk and fails to tell the “rest of the story.”
Shame Narrative: Members use anchoring skills and depict
themselves in their safe place with art. Group leaders then
guide members in visualizing a timeline of life experiences
that led to their feelings of fear, shame, and separation
from their bodies (i.e., experiences unkindness, bullying,
marginalization, interpersonal violence, abuse). Members
depict these experiences with art supplies or writing, as
desired. When done, they focus their attention back on safe
place and begin to consider what impact these experiences
had on their thoughts, feelings, actions, and sense of
identity in the present, portraying them on the paper.
Group members share their narratives with others, as
desired, and engage in support and processing regarding
this intervention.

Session 7: Increasing Freedom through Present Moment Awareness
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GOALS: (1) to help members
recognize the role that food
rules have on maintaining the
ED voice

INTERVENTIONS: Psychoeducation focuses on the
components of the Experience of Embodiment (Piran,
2017) and the goal of positive embodiment instead of
positive body image.

(2) to provide psychoeducation
regarding the role of
compassion in conscious
eating

Body Awareness Intervention: Members start by anchoring
and then focus on allowing peace, lovingkindness, and
compassionate acceptance to flow through their bodies in
the present moment. Competing thoughts are viewed as
bubbles that come into awareness and then float away.
They identify somatic cues associated with feeling safe
and connected versus distressed and disconnected from
their bodies.

(3) to increase tools used to be
mindfully aware in the present
moment

Session 8: Review and Maintenance Plan
GOALS: (1) to review the
CAPG-E experience

INTERVENTIONS: Psychoeducation entails how
developing a cohesive narrative about their traumatizing
interpersonal experiences helps to resolve fear and shame
(2) to identify strategies for
changing overt and covert ED induced by trauma (Meichenbaum, 2006) and promote
increased embodiment (Piran, 2017). We now consider
behaviors
how to change overt ED behaviors, and consider how
(3) to develop an aftercare plan covert ED behaviors may sabotage recovery. Resistance to
to maintain gains made in
change, and compassionate responses to resistance, are
counseling and to continue to
processed in the group.
grow and recover
Next, leaders present the Embodied Present Moment
Awareness Tool (EPMAT). The EPMAT is a creative arts
activity designed to help members cultivate a calm and
compassionate sense of present moment awareness.
Members learn about the relationship between present
mindedness, self-compassion, and recovery (Neff &
Germer, 2018).
Following the art activity, members discuss what was
helpful and meaningful to them about CAPG-E and work
together to create a personalized aftercare plan to maintain
what they’ve learned, continue to grow, and continue to
promote living an embodied life.
Adapted from “Creative Arts Personal Growth Group for Eating Disorder Recovery Leader
Manual” by L. S. Sosin and S. D. Noble. Unpublished treatment manual.
Definition of Terms
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In order to accurately understand the framework of this study, a working knowledge of
relevant terms is needed. This section provides operational definitions of the key terms used in
this study.
Creative arts personal growth group (CAPG)
CAPG is a six session trans-diagnostic group counseling protocol focused on
transforming fear and shame through connection, compassion, and courage using creative
interventions (Sosin & Noble, 2019).
Creative arts personal growth group for eating disorder recovery (CAPG-E)
An expansion of CAPG, CAPG-E is a group counseling protocol for individuals with
eating disorders, that promotes connection and positive experiences of embodiment through
transforming fear and shame (Sosin & Noble, 2020)
Disordered eating
Any presentation of eating disorder symptoms, characterized by utilizing food or eating
behaviors to manage distress, that may not meet full diagnostic criteria for a DSM-5 Feeding and
Eating Disorder. Similar to eating disorders, disordered eating is associated with significant
negative physical, psychosocial, and mental health outcomes (Schaefer & Thompson, 2018).
Eating disorder
A presentation of symptoms meeting criteria for a Feeding and Eating Disorder in the
Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5; American
Psychiatric Association, 2013). Presentations of anorexia nervosa (F50.01 or F50.02), bulimia
nervosa (F50.2), binge eating disorder (F50.8), and other specified feeding and eating disorders
(F50.8) are included in the current study.
Embodiment
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The subjective experience of being a body in a social context; conceptualization of the
way in which we inhabit and experience our bodies as inextricably connected to the mind or self
(McBride, 2019; Piran & Teall, 2012).
Experience of Embodiment
Based on Niva Piran’s Development Theory of Embodiment (2017), this term describes
the experience of five dimensions of embodiment: connection, agency and functionality,
connection, self-care, and inhabiting the body. Each dimension is experienced on a continuum
from negative to positive.
Self-compassion
From the work of Kristin Neff (2003), self-compassion refers to offering to oneself the
same kindness and compassion that one would offer to a loved one. The three core elements of
self-compassion are self-kindness, common humanity, and mindfulness.
Shame
Shame is understood as “the intensely painful feeling or experience of believing that we
are flawed and therefore unworthy of love and belonging” (Brown, 2010, p. 31).
Sociocultural disembodiment
Messages portrayed through parents, peers, and the media about the expectations of
female bodies and appearance in a Western culture. Messages typically focus on sexualization,
thinness, and achieving an ideal appearance at any cost (Hardit & Hannum, 2012; McBride,
2019; Piran & Cormier, 2005).
Trauma
Events that overwhelm the system causing corticosteroid response, making typical ways
of coping with or responding to events inaccessible (Shapiro, 2017). Such events may include
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real or perceived threat of death, bodily injury, or sexual violence (APA, 2013). The impact of
trauma may include difficulty with attachment, hyperarousal, relational challenges, and
dysregulation in the physical body and nervous system (Malecki et al., 2018; Vanderlinden &
Palmisano, 2019)
Significance of the Study
The rate of relapse, length of treatment, mortality rate, and risk of suicide for individuals
with eating disorders remain high (Gaudiani, 2019; National Eating Disorder Association, 2018),
indicating the need for approaches to treatment that expand beyond cognitive-behavioral
approaches. Themes of shame, fear, and history of traumatic experiences are prominent among
this population (Allan & Goss, 2012; Seubert, 2019). Because there is preliminary evidence of
the efficacy of CAPG in addressing these themes (Sosin et al., 2020), a treatment model (CAPGE) that incorporates specific needs within eating disorder treatment to the CAPG protocol holds
promise to decrease the effect of these themes for members of this population.
This study contributes to the literature regarding the use of self-compassion, mindfulness,
creative, somatic, and narrative interventions in the treatment of eating disorders. It also provides
counseling professionals with a manualized treatment that can be applied in practice for groups
of clients presenting with shame, fear, negative experiences of embodiment, and disordered
eating symptoms. The efficacy of group process and components are analyzed to explore the
lived experience of group members, providing rich data for practitioners to increase their
understanding of this phenomenon.
The potential for social change associated with valuing and preserving the voice of
females in a patriarchal sociopolitical culture is great. Negative experiences of embodiment are
multifaceted and can be experienced through developmental stages across the lifespan (Piran,
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2017). The worth, dignity, and value of participants are affirmed in this study as their voices are
heard, acknowledged, and responded to appropriately. The findings of this study may contribute
to increased understanding regarding effective treatment of eating disorders and the role fear and
shame play within this population, potentially reducing the suffering of individuals and groups.
Societally, elevating and appreciating female voices may shift the cultural paradigm regarding
female persons, voices, and bodies, thereby potentially increasing positive experiences of
embodiment and decreasing experiences of fear and shame.
Organization of the Remaining Chapters
This first chapter of the dissertation is intended to introduce the history and background
of the problem, the nature and purpose of the study, and the conceptual framework, as well as to
define key terms and identify assumptions and limitations in the study. Chapter Two provides a
review of the literature regarding eating disorder treatment, the construct of embodiment, and the
proposed treatment protocol. Chapter Three describes the research method in detail, including
the data collection and analysis procedures and measures of trustworthiness. Chapter Four
presents the findings of the study. Chapter Five explores the findings and identifies
recommendations for future study.
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CHAPTER TWO: LITERATURE REVIEW
This literature review conceptualizes the societal and cultural messages regarding the
female body and the ways these cultural messages contribute to the development of eating
disorders. These disorders and their treatment are reviewed, and the concept of embodiment is
introduced. The expansion of the Creative Arts Personal Growth group, a therapeutic group
model with growing empirical support, for the treatment of eating disorders and associated
shame and fear using creative embodied interventions is outlined.
Sociocultural Views of the Body
The way in which bodies are perceived, both by others and by self, have varied
throughout historical, social, and cultural contexts. Perspectives of bodies, particularly of female
bodies, are explored through a philosophical and psychological lens. This includes the history of
perceiving the body as an object as well as the sexual objectification of female bodies.
Body as Object
Philosopher Martin Buber (1923) differentiated two modes of interaction: I-It, the
monological interaction between an individual and a predictable inanimate object, and I-Thou,
the interaction between an individual and another unique being. The primary word I, or the self,
in each of these contexts is presented differently, as one’s personhood is experienced differently
in the context of interaction with another being, compared to with an object. The perspective of
personhood is inherent in the modes of interaction, as “the primary word I-Thou can only be
spoken with the whole being. The primary word I-It can never be spoken with the whole being”
(Buber, 1923, p. 3). This conceptualization refers to the interaction between individuals, yet also
speaks to intrapersonal identity; one must see the self as a Thou, a unique and presenting being,
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rather than an It, an object to be experienced and used (Friedman, 2002). Objectification occurs
when the observable aspects of one’s body (i.e. weight, shape) are valued above the nonobservable aspects (i.e. strength, health) (Noll & Fredrickson, 1998). Embedded in our Western
culture is a narrative that objectifies female bodies and presents a limited and unrealistic standard
of beauty. Women conform to this narrative by objectifying oneself and one’s own body through
actions and internalized beliefs (Noll & Fredrickson, 1998; Stanghellini et al., 2019).
Eating disorders may develop when a woman complies with the social and cultural
messages that encourage objectification, as eating disorders promote the concept that the body is
an object to be manipulated (Piran & Teall, 2012). The literature suggests a predictive, direct
relationship between disordered eating behaviors and self-objectification in women (Noll &
Fredrickson, 1999; Tiggemann & Kuring, 2004). This relationship is noted as “selfobjectification leads to self-surveillance, which in turn leads to increased body shame and
appearance anxiety, which result in both greater disordered eating” (Tiggemann & Kuring, 2004,
p. 307). Individuals with eating disorders experience feeling extraneous from themselves, feeling
the self only through the perceptions of others, objective measures, and self-starvation
(Stanghellini et al., 2019). Although men may also experience self-objectification and
appearance anxiety, the process and experience differ from the experience of females (McBride,
2017; Tiggemann & Kuring, 2004). The objectification of the female body intensifies when
objectified for sexual purposes (Siemens & Kwee, 2019).
Sexualization
Sexualization, or sexual objectification, occurs when one is viewed or treated as a sexual
object for the pleasure, use, or consumption by others. Women may experience sexual
objectification when deriving value from sexual behavior or sex appeal while holding to a

43
specific standard of beauty (American Psychological Association, 2007; Tylka & Kroon Van
Diest, 2015). Sexualization of women occurs in Western culture through the representation of
females in media and pornography, prescribed gender scripts, and the high prevalence of sexual
assault or sexual violence against women (Siemens & Kwee, 2019). Messages in Western
cultures encourage women to objectify their own bodies, increasing shame and disordered eating
behaviors (Noll & Fredrickson, 1998; Tiggemann & Williams, 2012; Tylka & Hill, 2004).
Women may experience their bodies as the “holding place for shame”, promoting disordered
eating behaviors as an effort to control or reduce the experience of shame (Siemens & Kwee,
2019, p. 155). Within the context of objectifying and sexualizing messages, many with eating
disorders believe that the value of the self is increased only when the size of the body is
decreased (Beyer & Launeanu, 2019). Sexual objectification threatens one’s sense of personal
and psychological safety; as a result, women may attempt to shrink or eradicate the body in order
to regulate distress (Malecki et al., 2018). Such efforts to regulate distress and control one’s body
shape and size can result in the development of eating disorders.
Eating Disorders
Eating disorders (EDs) and disordered eating behaviors present in varied ways with a
range of symptoms and behaviors. The DSM-5 includes diagnostic criteria for several Feeding
and Eating Disorders. This section outlines the diagnostic criteria, effects, and prevalence of the
diagnoses included in this study.
Diagnostic Information
This section outlines the diagnostic criteria, medical complications, and antecedents for
several EDs, including anorexia nervosa, bulimia nervosa, binge eating disorder, and other
specified feeding and eating disorder.
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Anorexia Nervosa
Anorexia nervosa (AN) is characterized by the restriction of caloric intake resulting in a
significantly low body weight for age, sex, development, and health, intense fear associated with
weight gain or becoming fat despite being at a low weight, and disruption in how the weight or
shape of the body is experienced (APA, 2013). Persistent insufficient nutritional intake,
experiences of body dysmorphia, and denial are features of this disorder (Gaudiani, 2019).
Specifiers for the severity of the disorder are identified by body mass index (BMI), with lower
BMI representing increased severity of psychopathology (APA, 2013). There are two diagnostic
subcategories of AN which are utilized to describe symptomology at the present time: restricting
type with no episodes of binge eating or purging occurring within the past 3 months, and bingeeating/purging type in which recurrent episodes of binge eating or purging have occurred during
this time period (APA, 2013; Zaccagnino et al., 2019). Crossover between the two subtypes is
common throughout the course of the disorder (APA, 2013). AN typically initially presents after
puberty but before age 40, and is significantly more common in females than in males (APA,
2013)
Medical complications associated with AN include slowed metabolic rate, significant
hormonal changes associated with compromised hypothalamic functioning, hypervigilance,
hypoglycemia, decreased bone marrow production, and malfunctioning organs (Gaudiani, 2019).
Amenorrhea, loss of bone mineral density, and abnormalities in vital signs may develop (APA,
2013; Gaudiani, 2019). Physical and psychological health are compromised by the effects of AN
(Zaccagnino et al., 2019). For example, features of depressive and obsessive-compulsive
disorders present as common effects of AN (APA, 2013) and brain networks associated with
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emotional regulation, reward, attention, and awareness of the body are compromised in both
subtypes of AN (Van den Eynde et al., 2012).
Individuals with AN express high levels of control-seeking, emotional avoidance, and
self-criticism, in addition to extremely low levels of self-compassion (Zaccagnino et al., 2019).
This population also experiences difficulty with expressing, identifying, and regulating emotions
(Beyer & Launeanu, 2019; Racine & Wildes, 2013). Comorbid trauma history is associated with
a more severe presentation of AN (Malecki et al., 2018; Vanderlinden & Palmisano, 2019).
Disordered eating behaviors serve as an attempt to self-regulate, resulting in cycles of destructive
eating habits and negative self-concept (Bardone-Cone et al., 2010).
Bulimia Nervosa
Individuals diagnosed with bulimia nervosa (BN) engage in binge eating and purging
behaviors. Binge eating involves eating large portions of food in a contained time period, while
experiencing a sense of being out of control of the eating behavior. Purging involves using
inappropriate measures to compensate for the caloric intake of food. Purging entails
inappropriately removing food from the body through any means, but the most common clinical
presentations include the use of vomiting, compulsive exercise, and excessive laxative use
(Gaudiani, 2019). An individual is diagnosed with BN when binge eating and purging occur a
minimum of one time per week for three months (APA, 2013). Similar to in AN, body size and
weight are overemphasized in one’s self-evaluation. The severity of BN is specified based on the
frequency of compensatory/purging behaviors used per week (APA, 2013).
Medical complications associated with purging include dehydration and changes in
electrolyte levels, complications associated with ceasing the purging behaviors, and physical
damage to the body resulting from binge and/or purge behaviors (Gaudiani, 2019). Physical
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damage may include gastric rupture, esophageal lacerations, and compromised cardiac function
(APA, 2013). The initial presentation of this disorder is typically after puberty, but before age
40, and symptomology typically endures for several years (APA, 2013).
History of sexual abuse is the most significant risk factor for BN (Brewerton, 2015).
Mediating factors between the development of BN and traumatic events include body-based
shame, low familial support, unstable affect, dissociation, and negative core beliefs
(Vanderlinden & Palmisano, 2019). Genetic vulnerabilities, childhood obesity, the familial
transmission of behaviors, and internalization of the thin ideal also increase an individual’s risk
of developing BN (Thompson & Stice, 2001).
Binge Eating Disorder
Binge eating disorder (BED) was first recognized as a clinical disorder in the 5th edition
of the DSM (APA, 2013). Core features of this disorder include engaging in recurring episodes
of binge eating in which a loss of control is experienced while consuming large portions of food
in a short time period, occurring at least one time a week for three months. Additional features
include distress associated with this behavior, eating when not physically hungry, eating alone
due to embarrassment, eating rapidly, and/or eating to uncomfortable fullness (APA, 2013).
Feelings of depression, anxiety, and disgust commonly accompany binge eating episodes
(Zaccagnino et al., 2019). Unlike BN, compensatory behaviors are not utilized in BED
presentations (APA, 2013). Remission rates for BED are generally higher compared to those of
AN or BN (APA, 2013).
Primary risk factors for BED include childhood sexual abuse, childhood physical abuse,
emotional abuse, and receiving negative feedback about food, weight, and shape (Pike et al.,
2006). The act of binge eating provides a sense of soothing, comfort, and/or escape from

47
awareness, providing short-term relief followed by increased levels of distress (Serpell et al.,
2019; Vanderlinden & Palmisano, 2019). The binge eating behavior is often utilized as an
attempt to regulate emotional arousal and avoid sensations of vulnerability (Messman-Moore &
Garrigus, 2007). Individuals diagnosed with BED report a history of trauma at a rate that is two
to three times higher than the general population (Vanderlinden & Palmisano, 2019). All forms
of abuse are associated with this disorder, often beginning as early as infancy (Caslini et al.,
2016). Dissociation may be a risk factor for binge eating and is a factor that intensifies the
severity of binge eating episodes. A combination of trauma history and dissociative symptoms
may predict the severity of BED (Vanderlinden & Palmisano, 2019).
Other Specified Feeding and Eating Disorders
Disordered eating behaviors that do not meet full criteria of another eating disorder may
be representative of other specified feeding and eating disorders (OSFED) if the symptomology
presents clinically significant distress or impairment in one or more areas of functioning (APA,
2013). One example of OSFED is atypical anorexia nervosa, in which despite significant weight
loss one’s BMI does not drop below the established cutoff for a diagnosis of AN (APA, 2013).
The effects of atypical AN on physical and psychological health are very similar to those of AN
(Gaudiani, 2019). Other OSFED presentations include disorders that meet criteria for BN or
BED except for the frequency or duration, purging behaviors that are not accompanied by binge
eating episodes, and night eating syndrome (APA, 2013). OSFED typically presents with body
dysmorphia, increased concern regarding body weight and shape, and increased anxiety
associated with food and eating (Todisco, 2018). OSFED often requires the same degree of
intervention as other eating disorders, as its clinical presentations and associated medical
ramifications are similar to those of AN, BN, and BED (Todisco, 2018).
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Prevalence, Development, and Persistence
In Western countries prevalence of eating disorders is up to 7.3% for BN and only
slightly lower for other ED diagnoses (Zaccagnino et al., 2019). Eating disorders do not have one
single cause or risk factor, but rather result from an interplay of biological, temperamental,
genetic traits along with environmental, behavioral, cultural, and social factors (Gaudiani, 2019;
Vanderlinden & Palmisano, 2019). Experiencing dislike for one’s body is typically normalized in
Western cultures, creating an additional barrier to recovery for those with eating disorders as the
body hatred associated with an ED may be mistaken as normal behavior (Beyer & Launeanu,
2019). In addition to the prevalence of eating disorders, the high mortality rate of these disorders
must be considered. Individuals diagnosed with AN experience a mortality rate that is six times
higher than the mortality rate of healthy peers, making AN the most fatal psychiatric condition
(Gaudiani, 2019; Papadopoulos et al., 2009). The standardized mortality rate remains elevated in
those diagnosed with AN even after 20 years (Papadopoulos et al., 2009). Additionally,
individuals with AN are 18 times more likely than healthy peers to commit suicide (Gaudiani,
2019). Although the highest mortality rate is associated with AN, the mortality rates associated
with BN and OSFED are significantly elevated compared to healthy controls (Arcelus et al.,
2011; Zaccagnino et al., 2019). Due to the recent addition of the BED diagnosis in DSM-5, longterm mortality rates for BED are not available.
Up to 95% of individuals diagnosed with an eating disorder also have comorbid
psychiatric diagnoses (Ulfvebrand et al., 2015). Comorbidities may include obsessivecompulsive disorders, anxiety disorders, mood disorders, bipolar disorder, and substance abuse
(APA, 2013; Zaccagnino et al., 2019). More than one-half of individuals diagnosed with AN
and/or BN meet criteria for borderline personality disorder (BPD) or avoidant personality
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disorder (Martinussen et al., 2016). Dissociation occurs across all ED diagnoses, and 7-20% of
the ED population also meeting criteria for a dissociative disorder (Dalle Grave et al., 1996).
Trauma-related disorders are strongly associated with EDs (Vanderlinden & Palmisano, 2019;
Zaccagnino et al., 2019). When sexual abuse, physical abuse, emotional abuse, emotional
neglect, and physical neglect occur during childhood (Armour et al., 2016; Vanderlinden &
Palmisano, 2019), or to a lesser degree during adulthood (Forman-Hoffman et al., 2012), they are
risk factors for develop an eating disorder.
Relapse Rates
Terms such as ‘relapse’, ‘remission’, and ‘recovery’ are defined differently in the
literature (McFarlane et al., 2008), making it difficult to identify exact relapse rates of eating
disorders. Relapse generally refers to utilizing ED behaviors and/or experiencing significant
distress and fear associated with weight and shape (Khalsa et al., 2017). Relapse rates are quite
high for eating disorders, ranging between 30%-63% depending on the specified disorders
(Khalsa et al., 2017; McFarlane et al., 2008). Even among those who achieve remission from
physical symptoms, affective and interpersonal experiences remain compromised among this
population following physical recovery (Beyer & Launeanu, 2019). Factors that increase the
likelihood of relapse after treatment include obsessive-compulsive symptomatology, history of
suicidality, and continued concern regarding weight and shape (Carter et al., 2004). Selfcriticism and a felt sense of worthlessness are additional risk factors for relapse (Federici &
Kaplan, 2008). The full course of eating disorder treatment is estimated to be five to seven years
(National Eating Disorder Association (NEDA), 2018).
Global Impact on the Person
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High levels of shame, self-directed hostility, self-disgust, and self-criticism are prevalent
across all ED presentations (Beyer, 2016; Goss & Gilbert, 2002; Virdi & Nicholls, 2019). Selfconcept (including self-esteem, self-efficacy, and self-directedness) is compromised in
individuals with active eating disorders as well as in those who are partially recovered, compared
to those who are fully recovered (Bardone-Cone et al., 2010). Self-criticism intensifies the felt
experience of shame, defectiveness, and inferiority (Serpell et al., 2019), and is associated with
fear of failure and rejection, harsh self-talk, increased experiences of shame, and increased
psychopathology (Kelly & Carter, 2012). Severe eating disorder symptomology is positively
correlated with self-criticism even when controlling for self-esteem, suggesting that selfcriticism may play a more significant role than self-esteem in maintaining ED pathology (Kelly
& Carter, 2012). The effects of this self-criticism are neurophysiologically similar to the effects
of receiving criticism from others (i.e. bullying, abuse) (Kelly & Carter, 2012). The selfcontempt experienced by individuals with eating disorders may result from the inability to
express anger outwardly. Often unconsciously, individuals with EDs direct this anger inward
toward the self (Wuflestad & Pace, 2019).
Alienation from the body and from emotions are also clinical characteristics of EDs
(Stanghellini et al., 2019). Those with eating disorders experience the body as deplorable, feeling
antagonistic toward the self, insatiably hungry physically and metaphorically, and existing
primarily for others rather than for the self (Beyer, 2016). They also experience the body
primarily as an object that is insufficient and devalued, a failure, characterized by negative affect
and a lack of safety (Beyer & Launeanu, 2019). These self-critical and devaluing perspectives of
the body intensify the impact of the existing sociocultural objectification of women’s bodies
(Siemens & Kwee, 2019). For those with eating disorders, one’s sense of personal identity
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interconnects with body shape and size, limiting the full range of variation and potential in one’s
process of identity development (Stanghellini et al., 2019). Eating disorders function in part as an
attempt to dismiss one’s desires, longings, vulnerability, and hunger (Petrucelli, 2019). When the
sense of self is inextricably tied to the body, the perceived route to restoring the self is through
altering the body. Additionally, the drive to change or develop identity is perceived by this
population as a task that must be undertaken (Stanghellini et al., 2019).
Emotional Awareness
For those with EDs, behaviors such as restricting, binge eating and purging function as an
attempt to manage emotional states. Disordered eating behaviors may initially develop as an
individual’s attempt to regulate overwhelming emotions and memories (Zaccagnino et al., 2019)
or as an attempt to compensate for self-perceived flaws and inadequacies (Virdi & Nicholls,
2019). Symptoms of eating disorders could therefore be a way of gaining emotional control. In
particular, starvation may function to numb one’s feelings, excessive exercise could provide a
means to escape distress, binge eating may provide a sense of soothing, and purging could
provide emotional relief (Dolhanty & Greenberg, 2007). Emotions and accompanying sensations
are often undifferentiated in individuals with eating disorders (Harrison et al., 2010; Kyriacou et
al., 2009), particularly the emotions of shame, fear, anger, and sadness (LaFrance, personal
communication, August 1, 2020). Because emotions are experienced and housed in the body,
trying to alter or shrink the body may occur as an attempt to reduce the intensity of emotions
(Malecki et al., 2018; Seubert, 2019b). Those with eating disorders often believe that if they
allow emotion and sensation, they will be indefinitely overwhelmed. Their avoidance of emotion
inevitably results in ‘living a marginal existence’ (Petrucelli, 2019, p. 151). Eating disorders may
function to avoid emotional experiences, and to avoid meaningful interpersonal relationships that
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may result in emotional experiences (Racine & Wildes, 2013). Areas of emotional awareness
impacted by eating disorders include the inability to identify feelings, experiencing polarized
emotions, restricting emotional expression, and experiencing disconnection from feelings
(Launeanu et al., 2019), in addition to refusing to accept emotions and experiencing difficulty
with understanding emotional states (Racine & Wildes, 2013). Increases in emotional regulation
may be quite slow and gradual for this population due to the high degree of anxiety, fear, and
shame experienced by individuals with eating disorders (Williams & Files, 2019). Emotional
deficits remain even after weight restoration and the discontinuation of disordered behaviors,
demonstrating the severity of emotion dysregulation within this population (Beadle et al., 2013).
Shame
Shame is experienced as both an internal and an external process, including emotional,
behavioral, physiological, social, and self-evaluative aspects (Gilbert, 2002). Individuals with
eating disorders exhibit significantly high levels of chronic trait shame and acute state shame,
specifically associated with negative self-beliefs (i.e., worthless, useless, a failure) and with
conditional beliefs about size, shape, and weight (Cooper et al., 1998). Shame contributes more
significantly to severe ED pathology compared to other affective states (Kelly & Carter, 2012).
Those with eating disorders may experience shame associated with their eating behaviors, body
size, and past traumatic experiences (Allan & Goss, 2012). Eating disorder behaviors may be
attempts at managing shame; if body shame is experienced an attempt to decrease the shame may
be to try to make the body smaller (Allan & Goss, 2012). The use of regulatory behaviors such as
restriction or binge eating often provides temporary relief from shame which is followed by
increased experiences of shame and isolation (Kelly & Tasca, 2016). Shame and eating
behaviors perpetuate one another; increased levels of shame predict increased eating disorder
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symptomology, and increased use of eating disorder behaviors predict higher levels of shame
(Kelly & Tasca, 2016), yet shame often endures beyond the duration of eating disorder
symptoms (Gee & Troop, 2003). In treatment, this cycle may be disrupted through the
introduction of self-compassion interventions (Ferreira et al., 2013). Shame may create a barrier
to a client’s honest disclosure during the assessment phase of treatment, emphasizing the
importance of ongoing assessment as the therapeutic rapport is strengthened (Virdi & Nicholls,
2019).
Trauma and Eating Disorders
According to the APA, traumatic events are incidents that include actual or perceived risk
of death, injury, or sexual violence (2013). Additional events that may have a similar impact on
the person include insecure attachment, emotional abuse, criticism, and bullying (Finlay, 2019;
Vanderlinden & Palmisano, 2019). A broader definition of trauma includes one or more events
or circumstances that cause physical or emotional harm and that negatively impact functioning
and well-being (Substance Abuse and Mental Health Services Administration, 2014). Traumatic
events have an ‘additive’ impact; increased severity of psychopathology is noted in those who
have experienced an increased number of traumatic events (Vanderlinden & Palmisano, 2019).
By definition trauma overwhelms the system, making coping mechanisms, and standard
responses to events inaccessible to affected persons (Shapiro, 2017). Traumatic events
dysregulate the nervous system and may create gastrointestinal distress, physical pain, and
cardiopulmonary effects (Malecki et al., 2018). Eating disorders or other maladaptive coping
strategies develop to numb and avoid the experience of feeling overwhelmed (Seubert, 2019b).
Post-traumatic stress is predictive of increased risk for developing an ED, and it is common that
during ED treatment traumatic memories resurface in a way that may feel overwhelming and
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promote a relapse of disordered behaviors. Trauma and ED treatment must occur simultaneously
in order to promote safety and mitigate increased feelings of hopelessness, risk of relapse, and
symptom substitution (Finlay, 2019).
Childhood Trauma
Childhood sexual, physical, and emotional abuse are more prevalent in individuals with
eating disorders compared to healthy controls, particularly when more than one traumatic event
has been experienced (Malecki et al., 2018). Fruzzetti (2011) suggested that individuals with
anorexia nervosa were brought up in an invalidating environment, leading to dysregulation in
response to emotional or bodily stimulation. Such family environments demonstrate imbalanced
power and lack of security for children (Finlay, 2019). Childhood trauma creates difficulty in the
individual’s ability to connect with the core self and dysregulates the ability to clearly distinguish
the self from others both physically and psychologically (Malecki et al., 2018). When this
difficulty in establishing personal boundaries arises, ascribing to the rigid rules and guidelines of
an eating disorder can provide a sense of security and predictability (Finlay, 2019). It is
estimated that between 21% and 59% of individuals with eating disorders were subject to
maltreatment in childhood (Caslini et al., 2016).
Bullying
Bullying is a form of trauma in which psychological, social, or physical harm is inflicted
on one person by another (Gladden et al., 2014). Experiences of being bullied or teased about
weight increase the drive for thinness and disordered eating behaviors, as does negative feedback
about weight from mothers (McBride, 2017; Stewart, 2004). Individuals with eating disorders,
compared to their peers, are more likely to have experienced teasing or bullying in relation to
their weight (Chami & Treasure, 2019). Weight-related bullying and teasing contribute to the
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development of unhealthy body image (McBride & Kwee, 2019). In addition to the body image
disturbance caused by such events, these incidents also emphasize a lack of safety associated
with interpersonal relationships. Experiencing peer pressure or feeling isolated or excluded
contributes to the development of ED behaviors (Patel et al., 2016).
Dissociation
Dissociation is understood as an unconscious numbing or separating a part of the self
from the whole (Petrucelli, 2019). Eating disorders function to numb, distract, or disconnect
someone from painful experiences, emotions, or beliefs. The strategy works only temporarily,
but for a time, the ED behaviors do allow the individual to tolerate otherwise intolerable
experiences (Virdi & Nicholls, 2019). Interoceptive awareness is disrupted throughout the course
of an ED, contributing to living from a dissociated state as one attempts to feel safe when
regulation does not feel accessible (Costin, 2019). Though the severity of dissociative tendencies
varies, eating disorders are by nature dissociative. Parts work involves a therapeutic approach
where the therapist attempts to help the client integrate internal “parts” of the self that are at odds
with one another. Parts work is a necessary and important component of eating disorder
treatment (Seubert, 2019). In ED clients, dissociation often presents as an ‘eating disorder self,’ a
part (or parts) that aligns with the values of eating disorders rather than the values of the
individual (Costin, 2019).
Treatment
This section describes the theoretical orientation and interventions most commonly used
in the treatment of eating disorders and provides a critical examination of the insufficiency of
such protocols. Multicultural considerations are also explored.
Common Treatment Approaches
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Cognitive behavioral therapies (CBT) target attitudes, behaviors, and thoughts. This
approach has been the primary basis of treatment for EDs (Lipsman et al., 2014). The first CBT
protocol for eating disorders was introduced in 1981, focusing primarily at that time on changing
the belief that thinness is preferable. The conceptualization of treatment was that changing this
belief through interventions such as Socratic questioning and dysfunctional thought records
would result in changed ED behaviors (Fairburn, 1981). As CBT models for ED treatment
evolved, the focus of interventions expanded to include addressing the need for control and
disturbance in weight evaluation (Cooper, 2012). More recent CBT protocols target low selfesteem (Fairburn et al., 2003), self-schemas, and core beliefs (Cooper, 2012). CBT-E, an
‘enhanced’ CBT protocol for the treatment of eating disorders (Fairburn, 2008), focuses
primarily on behavior modification and concerns regarding food and weight (Fairburn et al.,
2015). According to cognitive behavioral approaches to eating disorders, beliefs about food,
weight, and size represent the core of the disorder (Lipsman et al., 2014) Many eating disorder
programs continue to use CBT and CBT-E as the basis of treatment (Kelly & Carter, 2012;
National Institute of Clinical Excellence, 2005).
Cognitive-behavioral interventions may be helpful in targeting self-esteem through
challenging self-critical thoughts (Fennell, 1999). However, self-esteem esteem is not a
significant predictor of ED behaviors and, therefore, may not be the most effective area of focus
in ED treatment (Kelly & Carter, 2012). Challenging belief patterns and attempting to accept
alternative beliefs may not be soothing for individuals with high levels of self-criticism;
acceptance and compassion are likely more effective responses to these thought patterns (Gilbert,
2005; Kelly & Carter, 2012). CBT protocols for eating disorders emphasize behavior change as
the first step in treatment, often requiring that this occurs within the first weeks of therapy
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(Tatham et al., 2012). Seeking behavior change as a first step presents significant challenges and
is not accessible for many clients, resulting in clinicians deterring from the treatment protocol in
order to keep clients in treatment (Tobin et al., 2007).
Insufficiency of Common Treatment Approaches
Remission rates associated with CBT for eating disorders are between 37-50%, indicating
that while CBT methods are useful, they are insufficient to fully meet the needs of people with
eating disorders. (National Institute for Health and Clinical Excellence, 2005). According to the
Renfrew Center treatment program, less than 25% of clients were free of symptoms at treatment
follow-up (Thompson-Brenner et al., 2018). CBT for the treatment of BN holds some promise,
but it does not appear to be as effective in the treatment of AN (Cooper, 2012). Protocols such as
CBT-E lack some important components of effective ED treatment; CBT-E protocols do not
focus enough on the development of the ED, detail regarding targeted behaviors or cognitions,
and ways to address emotional states and dysregulation (Cooper, 2012). Aspects of CBT, such as
behavioral experiments, are often not accessible for ED clients due to strict nutritional
requirements (Tatham et al., 2012). Only 6% of clinicians adhere to the manualized cognitivebehavioral models for ED treatment, providing in its place loosely eclectic treatment that lacks
empirically-based support (Tobin et al., 2007). Other treatment approaches are utilized in the
treatment of eating disorders with some efficacy, but these have not been examined with
empirical rigor (Beyer, 2016; Kass et al., 2013).
Eating disorder treatment typically remains focused on the remission of external
behavioral factors such as behaviors around food and weight or body mass index, neglecting the
healing of dis-embodiment and subjective experiences of the self (Kwee & Launeanu, 2019;
Malecki et al., 2018). Treatment focused on behavioral and physical change is shorter in
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duration, but has limited efficacy and can contribute to increased powerlessness and
disconnection with the body (Beyer, 2016; Galsworthy-Francis & Allan, 2014). Such approaches
may address the cognitive aspects of eating disorders, but a need remains for treatments that also
consider the experience of the body, the emotional self, and the self in a social context (Malecki
et al., 2018). Integrating somatic and emotional awareness into cognitive treatment may increase
the efficacy of the intervention and promote re-connection with the self (Kwee & Launeanu,
2019).
Clients with eating disorders need to engage with sensory and embodied awareness,
going beyond cognitive or thought-based interventions (Kwee & Launeanu, 2019). A key
distinction to consider when comparing these approaches is the difference between having an
experience and thinking about an experience; one is a lived experience while the other remains in
cognitions (Seubert, 2019). For example, practices that re-connect ED clients to bodily cues such
as hunger and fullness (as opposed to considering only thoughts about hunger and fullness) are
necessary aspects of recovery (Seubert, 2019). In order to promote full recovery, “treatment
approaches should not reinforce the source of the wounds associated with the development of
eating disorders in the first place (e.g., the excessive preoccupation with feeding and external
body characteristics” (Kwee & Launeanu, pp. 344). A key, yet often overlooked, aspect of
recovery is one’s ability to be in the body in a healthy, balanced manner (Cook-Cottone, 2016).
Weight restoration is a necessary part of the treatment of some ED presentations, and there is
potential for more active client participation, dialogue, and agency in the weight restoration
process than cognitive-behavioral therapies allow (Kwee & Launeanu, 2019).
Lack of Cultural Sensitivity
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Historically, eating disorder treatment has targeted White individuals of high
socioeconomic status, despite evidence that these disorders occur across a diverse range of
cultural backgrounds and socioeconomic levels (Stewart, 2004). While the prevalence of EDs is
higher in Western cultures, rates are increasing in non-Western countries, particularly Arab and
Asian countries, and may be as high as 3.2% (Soh & Walter, 2013). When considering racism
and other forms of prejudice, it is notable that most forms of prejudice are associated with
various aspects of the body, such as size, race, ability, and gender (Piran & Teall, 2012). Despite
the connection between experiences of prejudice and the development of eating disorders,
cultural factors and experiences of prejudice are rarely an area of focus in treatment (Jacobson &
Hall, 2019).
The focus on behaviors and weight restoration in CBT approaches overlooks and
underemphasizes the context of cultural expectations (Beyer, 2016). In a culture that objectifies
the body, treatment needs to emphasize a focus on embodiment and the lived experience in the
body, not just the appearance of the physical body (Kwee & Launeanu, 2019). Promoting forced
weight restoration and compliance in treatment reinforces the cultural and often patriarchal
messages that these clients have already experienced and may cause more harm than healing
(Kwee & Launeanu, 2019; Malecki et al., 2018). A concentrated focus on embodiment in ED
treatment provides a much-needed alternative focus that empowers the body and the self in place
of objectifying the body and weight (Malecki et al., 2018).
Embodiment
The construct of embodiment evolved from the philosophical work of Merleau-Ponty, a
French phenomenologist who used this term to conceptualize one’s lived experience of their
body in the world (1945). In contrast to the mind-body dualism taught by Rene Descartes (Pitasi,
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2010), Merleau-Ponty taught that the mind and body are inseparable, making the body the site of
perception and of experiencing the world in a meaningful way (Merleau-Ponty, 1945; Piran,
2017). The cohesive interactions between the mind, body, core self, and social environment form
an embodied view of the self (Malecki et al., 2018). Existential analysis provides a framework
for understanding embodied living through a shift in focus from ‘having’ a body to ‘being a
body’ (Heidegger, 1962). Embodiment considers not only the objective body, but also the
subjective lived experience in the body (Stanghellini et al., 2019).
Distinction from Body Image
Although the conceptualization of body image has shifted throughout history and culture
(Cash & Smolak, 2011), a contemporary understanding of body image includes four
components: global subjective satisfaction or disturbance (one’s overall satisfaction with the
body); affective distress regarding appearance (one’s stress, anxiety, and disturbance associated
with the body); cognitive aspects (distorted thoughts and beliefs about the body); and behavioral
aspects (the avoidance of the body and/or body-checking behaviors) (Menzel et al., 2011). Body
image focuses on the external evaluation of one’s body, often in comparison to a standard set by
sociopolitical and cultural expectations or through the perspective of how others may view the
body (McBride, 2019; Ressler & Kleinman, 2019). Additionally, maintaining a primary focus on
body image in eating disorder treatment often reinforces self-objectification and results in
increased levels of shame, disgust with the body, and guilt (Kwee & Launeanu, 2019; Malecki et
al., 2018). The construct of “body image” lacks a recognition of one’s subjective experience of
living in the body. In contrast, the construct of “embodiment” refers to the internal experience of
living in the body, including attunement to the body (McBride, 2019; Piran & Teall, 2012). The

61
re-introduction of one’s experience in the body into ED treatment is necessary (Ressler &
Kleinman, 2019).
Facets of embodiment include experiencing agency, power, and connectedness within the
body, while experiencing freedom to identify, express, and meet one’s needs and desires in the
world (Piran & Teall, 2012; Siemens & Kwee, 2019). The Experience of Embodiment (EE)
construct consists of five distinct but related dimensions, with each dimension experienced on a
continuum from positive to negative. The five dimensions include Body Connection and
Comfort to Disrupted Body Connection and Discomfort; Agency and Functionality to Restricted
Agency and Restraint; Experience and Expression of Desire to Disrupted Connection to Desire;
Attuned Self-care to Disrupted Attunement, Self-harm, and Neglect, and Inhabiting the Body as
a Subjective Site to Inhabiting the Body as an Objectified Site (Piran, 2017). Agency is
understood both physically (having autonomy over one’s body) and relationally (using one’s
voice to express views and preferences) (Piran, 2017). Agency is restricted through disordered
eating behaviors that focus on changing the body to match societal standards (Piran, 2017).
Embodiment and Eating Disorders
According to the Developmental Theory of Embodiment (Piran & Teall, 2012),
embodied eating disorder treatment promotes physical freedom, mental freedom, and social
power (Jacobson & Hall, 2019). Integral factors in embodied ED treatment include engagement
in positive physical activities, experiences of safety and self-care, connection to one’s desires,
and freedom from compliance with societal standards (Piran, 2017). Therefore, dialogue with the
body is needed to recognize how to effectively meet the needs of the self in the body (Kwee &
Launeanu, 2019). Embodiment-based eating disorder interventions must address interoceptive,
kinesthetic, and emotional aspects of one’s lived experience (Launeanu et al., 2019). The focus
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on embodiment in treatment includes promoting ‘listening’ to the body and identifying somatic
markers throughout the treatment process, while clients process cognitive information and other
treatment experiences (Kwee & Launeanu, 2019). Based on existential analysis, one must
experience a sense of safety in the body and permission to take up space in order to promote
embodiment in eating disorder clients, including a recognition that the body is the site of all lived
experience (Kwee & Launeanu, 2019).
The diagnostic criteria for eating disorders focus primarily on the physical body and
behaviors and lack an acknowledgement of the significance of the experience of living in a body
(the ‘lived body’), which is impacted significantly by eating disorders (Stanghellini et al., 2019).
The lived body is the site of self-awareness, understanding, and meaning (Stanghellini et al.,
2019). Embodied eating disorder treatment goals include experiencing strength and voice in the
body, accessing somatic cues of emotions, reunifying with the core self, and increasing
identification of being in the body rather than viewing the body as an object (Kwee & Launeanu,
2019). Experiencing the body as a safe place allows one to connect with self and associate value
with the body (Beyer, 2016). The Creative Arts Personal Growth (CAPG) group protocol
encourages a sense of safety in the body through its emphasis on identification of and connection
with the core self, values exploration, increasing somatic awareness, and integrating the lived
experience (Sosin et al., 2020).
Creative Arts Personal Growth (CAPG) Group
The Creative Arts Personal Growth Group (CAPG) is a group counseling protocol
developed for the purpose of transforming fear and shame through engagement with community,
compassion, and courage (Sosin & Noble, 2020). Based on the Creative Exposure Intervention
protocol (Sosin & Rockinson-Szapkiw, 2016), CAPG utilizes creative arts interventions and
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principles from mindfulness, cognitive-behavioral, and narrative therapy modalities (Sosin et al.,
2020). CAPG focuses on helping clients monitor and modify the bio-psycho-social-spiritual
sequalae of trauma, shame, and fear. This six-session group protocol is an active, creative,
compassionate, and purposeful interpersonal intervention that enables group members to (1)
experience a safe, inclusive community; (2) learn effective tools to monitor and modify
symptoms of shame and trauma; (3) develop, share, and redevelop shame narratives; and (4)
experience identity solidification and self-acceptance (Sosin & Noble, 2020). Through
phenomenological analysis, primary themes that contribute to the efficacy of the CAPG model
are group leader characteristics and session structure, creative arts interventions, and group
processing. Each of these themes is also uniquely important in eating disorder treatment.
CAPG participants identified group leaders as relational, intentional, and validating,
promoting openness and inclusivity within the group (Sosin et al., 2020). Experiencing a sense of
safety is a prerequisite for meaningful eating disorder and trauma treatment. Group leaders must
delicately balance being nonjudgmental and nonattached while also prompting group members to
take risks or engage in challenging practices (Costin, 2019). The therapeutic alliance can
increase safety and connectedness, decrease defensiveness, and provide emotional attunement
(Fosha, 2000; Williams & Files, 2019). Feeling both psychologically and physically safe with an
attuned other allows clients to begin to develop secure attachment, which then allows for
exploration, emotional regulation, and increased interoceptive awareness (Costin, 2019; Schore,
1994). The protocols are most effective in facilitating an environment of safety and healing when
a clinician is present, attuned, mindful, and nonjudgmental (Costin, 2019). Moreover, the
protocols or modalities are effective when utilized with empathy, attunement, intuition, and
wisdom from group leaders (Ressler & Kleinman, 2019). Clinicians help ED clients experience
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emotional regulation by providing safety and attunement, helping clients to down-regulate
nervous system responses (McGinnis, 2019). Factors such as the clinician’s tone of voice, eye
contact, and non-verbal physical cues aid clients in co-regulating, then contributing to the
development of self-regulation (Williams & Files, 2019). Group leaders must maintain
awareness of the breathing, energy, language, and body placement of each group member
(Ressler & Kleinman, 2019), which can only happen when the group leaders are themselves
embodied (Kwee & Launeanu, 2019). A group leader’s nonverbal communication can promote
affect regulation; the leader’s nonverbal cues such as calm breathing, soft facial features and
gaze, and open posture promote downregulation of the nervous system, allowing for deeper
therapeutic work to develop (Geller & Porges, 2014). Group leaders must demonstrate selfawareness of personal emotions and somatic experiences in order to promote the embodied
experiences of group members (Kwee & Launeanu, 2019).
CAPG participants identified that creative arts interventions promoted connection and
valuing the self and others while providing an avenue for processing and expressing narratives
that were previously unprocessed. These tools also helped group members mindfully observe
affective experiences, strengthen their sense of self, and process traumatic experiences (Sosin et
al., 2020). Creativity in treatment provides an avenue for eating disorder clients to engage with
internal experiences and emotions (Ressler & Kleinman, 2019). Arts-based interventions allow
for the expression of experiences that are otherwise challenging to express, and those that
surpass cognitive understanding (Chan, 2019). The efficacy of CAPG interventions align with
prior eating disorder treatment research regarding the use of creative interventions.
For example, writing letters to the self, when done in a validating and compassionate manner,
allows for expression of the challenges of ED recovery and processing the many facets of change
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that accompany the healing process (Goss & Allan, 2012). In addition, the use of poetry and
metaphorical language in ED treatment has allowed for the expression of lived experiences and
subjective voice (Beyer & Launeanu, 2019; Chadwick, 2017). Poetry as a therapeutic
intervention may increase expression of increasing unity with the body throughout treatment
(Beyer & Launeanu, 2019).
When ED clients process their experiences of therapeutic interventions, particularly those
targeting shame and anxiety, the processing reinforces the positive effects of the interventions
(i.e., improved emotional states) and strengthens the connection between the client’s physical
and psychological experiences (Williams & Files, 2019). The CAPG model provides a format for
both engaging in and processing interventions while creating safety within a safe and supportive
community.
Processing each session in a group context provided an opportunity for clients to talk
through their moment-to-moment, embodied experiences of therapy. Studies indicated that the
processing component of the CAPG interventions represented an influential part of the CAPG
protocol. Specifically, participants identified processing as an integral aspect of trauma recovery
and of connecting with others in an empowering and meaningful way (Sosin et al., 2020).
Interpersonal connection is an invaluable aspect of embodied eating disorder treatment for
several reasons. First, increased social connectedness facilitates the use of better affect regulation
in ED clients (e.g. reaching out to others in place of using disordered eating behaviors) (Goss &
Allan, 2012). In addition, social connections provide an opportunity for alternatives to eating
disordered behaviors and mindsets. Individuals who are highly self-critical often believe that
social support is unavailable and generally engage in self-protective or self-destructive ED
behaviors in place of seeking social support (Kelly & Carter, 2012). Because the eating disorder
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meets some needs that have been left unmet in the past, clients may perceive their relationship
with the ED as their most significant or reliable relationship (Costin, 2019). Individuals with
eating disorders may also avoid close interpersonal relationships due to the potential for
emotional engagement associated with close relationships (Racine & Wildes, 2013), yet
loneliness and isolation impede the recovery process and are significant triggers for eating
disorder relapse (Stewart, 2004).
Factors that maintain EDs such as self-criticism and social isolation point to a need for
group leaders to help clients experience safety and begin the process of meeting needs in
emotionally healthy ways. Group treatment is especially helpful for clients with EDs when it
includes connecting with others experiencing similar challenges, providing support and
compassion to others, and receiving support and compassion from the group (Goss & Allan,
2012). Membership in a support group is recognized as a best practice in eating disorder
recovery, particularly at the outpatient level (Stewart, 2004). Social support plays a key role in
eating disorder recovery, particularly when physical recovery has occurred, but psychological
recovery is still in process (Bardone-Cone et al., 2010). Relational spaces that are nonjudgmental
and accepting and that include consent and respect are needed to facilitate exploring the
embodied experiences (Beyer, 2016). CAPG provides a framework for developing safe relational
spaces in which empowerment and connection can develop (Sosin et al., 2020).
Creative Arts Personal Growth Group for Eating Disorder Recovery (CAPG-E)
Results from CAPG data analysis demonstrate that this model holds great promise for
eating disorder treatment as it aligns with principles of embodiment through opportunities for
clients to experience interpersonal safety, confront and work through feelings of shame, and
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move into greater identity formation and self-acceptance. In order to best meet the needs of
clients with EDs, the following considerations will be integrated into the CAPG-E protocol.
Trans-Diagnostic
A transdiagnostic approach is recommended in ED treatment due to the similar
psychopathological presentations among ED diagnoses and frequent transition between ED
symptoms (Dalgleish et al., 2020). Up to one-half of individuals diagnosed with one eating
disorder will meet diagnostic criteria for a different eating disorder for several years following
treatment (Arcelus et al., 2011; Fairburn et al., 2003). Factors that contribute to effective
treatment are similar across the treatment of all ED diagnoses (Vanderlinden et al., 2007).
Considerations such as features, beliefs, and psychopathology, should take precedence over
diagnostic categories when making treatment decisions (Fairburn et al., 2003). For these reasons,
CAPG-E utilizes a heterogenous group for the simultaneous treatment of AN, BN, BED, and
OSFED.
Self-Compassion
Self-compassion includes experiences of demonstrating kindness toward the self,
identifying suffering as part of the human experience shared by others, and engaging in
mindfulness of difficult thoughts and emotions (Neff, 2003). Interventions focused on selfcompassion help clients with EDs in several ways. First, self-compassion contributes to the
downregulation of the nervous system, promoting soothing of psychological and physiological
arousal (Serpell et al., 2019). People with EDs demonstrate significantly lower levels of selfcompassion (Barrow, 2007) and are more fearful of self-compassionate experiences (Kelly et al.,
2014) compared to control groups. Compassion-focused groups for eating disorders provide two
additional healing components for ED recovery; they allow participants to offer compassionate
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support to others as well as tolerate and experience receiving this support from others (Goss &
Allan, 2012). Increased self-compassion also predicts decreased experiences of shame, resulting
in decreased use of disordered eating behaviors. Therefore, self-compassion interventions are an
essential component of ED treatment (Kelly & Tasca, 2016). Self-compassion interventions may
be more efficacious than cognitive-behavioral interventions in decreasing engagement with
disordered eating behaviors (Ferreira et al., 2013). For example, increased self-compassion
promotes affect regulation, which decreases the intensity (desire to eat and quantity of food
consumed) of binge eating episodes in those with BED and BN (Serpell et al., 2019). Selfcompassion also may be used to increase affective regulation in body image disturbance; by first
understanding the function of self-criticism, and then responding to the criticism with
compassion, body image distress is likely to recede more effectively compared to challenging the
self-criticism (Goss & Allan, 2012). Because of the substantial evidence that self-compassion is
a critical component of ED treatment, CAPG-E conceptualizes treatment through a
compassionate lens and provides specific tools for increasing self-compassion practices (i.e., the
Creative Self-Compassion Tool (CSCT)).
Identity Development
Identity development involves integrating multiple ‘parts’ of the self and coming to an
integrated and whole sense of self. As a result of the dissociative nature of eating disorders
(Finlay, 2019), it is common for these clients to present with several conflicted and fragmented
‘parts’ or ‘ego states.’ The client may or may not be aware of such states or may view the
fragmented states as distinct from their true, core self (Costin, 2019). The duality of the
disordered parts and the authentic core parts causes internal conflict and competing desires
within each client (Virdi & Nicholls, 2019). When working with these parts, there must be
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understanding that each part exists for a reason even if it is having a negative impact on one’s
life, and that parts are not to be ostracized but rather integrated. Instead of hating or attacking
these parts, the eating disorder can be conceptualized as a part or a series of parts that are better
understood and compassionately acknowledged in order to strengthen the integrated healthy core
(Costin, 2019; Costin & Grabb, 2012), a concept that has also been described by individuals in
recovery (Beyer, 2016). Because each state or part has a role and is part of one’s identity,
intrapersonal connection involves starting to listen to and learn from each internal part of the self
(Petrucelli, 2019). The use of imagery can be helpful for connecting parts of the self and for
connecting negative self-states to positive experiences (Seubert, 2019). Attunement with the core
self, instead of the part of the self associated with the ED, may be experienced as disorienting for
the client who has an ED as the primary identity (Williams & Files, 2019). Agency over the body
and through the body are necessary steps in establishing a positive reintegration with the self in
the world (Kwee & Launeanu, 2019). CAPG-E addresses the identity-related needs for agency
and integration of self by creating a safe space for interpersonal support, through which
intrapersonal exploration can be engaged in an empowering and embodied manner.
Affect Regulation
The tripartite model of affect regulation is used in the CAPG-E framework to
conceptualize increasing emotional regulation. This model identifies three affect systems: the
threat, drive, and soothing systems. The three affect systems prompt various affective responses
to danger (Depue & Morrone-Strupinsky, 2005; Kelly et al., 2019; LeDoux, 1998). The threat
system produces negative affect in response to threat or danger, which then triggers behaviors
intended to remove the source of threat (LeDoux, 1998). The threat system may be activated in
response to self-criticism and negative body image, triggering disordered eating behaviors as an
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attempt to decrease activation. This system may also activate in response to teasing or criticism
from others, a phenomenon that is addressed in the CAPG model.
The second affect state, the drive system, produces high-arousal positive emotions (i.e.,
vitality, excitement) in response to real or imagined achievement or success (Kelly et al., 2019).
Among individuals with eating disorders, the drive response may be triggered by weight loss or
by compliments from others resulting from weight loss, reinforcing the use of disordered
behaviors. The impact of the drive system is further complicated for disordered eating behaviors
as there is often pride associated with engaging in these behaviors (Goss & Allan, 2012). This
system may be overactive among individuals diagnosed with AN (Goss & Allan, 2010).
Finally, the soothing system produces low-arousal positive emotions (i.e., reassurance,
calm, contentedness) in response to safety and rest, promoting body image flexibility, accepting
appearance, body appreciation (Kelly et al., 2019). The soothing system may be activated by
interpersonal cues such as acceptance, warmth, and care from others, or by intrapersonal cues
such as self-compassionate self-talk and feelings. CAPG-E is designed to promote selfcompassion and acceptance, activating the soothing system for increased affect regulation.
Due to the positive correlation between shame and eating disorder behaviors (Kelly &
Tasca, 2016), it is imperative that participants are sufficiently regulated prior to completing
shame-related interventions in CAPG (Sosin & Noble, 2020). While addressing shame is an
integral aspect of full recovery from an eating disorder or disordered eating (Goss & Allan,
2012), addressing shame may be distressing and must be navigated in a compassionate manner.
It is noteworthy that as clients develop a trauma-informed understanding of their eating disorder
by making connections between traumatic experiences and ED symptomatology, hope for
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recovery increases (Virdi & Nicholls, 2019). This increase in hope empowers participants to
develop strategies for better affect regulation.
Window of Tolerance
One example of an intervention used to help clients with affect regulation is teaching
clients how affect occurs within a window of tolerance (WOT). The window of tolerance (WOT)
is the framework used in CAPG-E to help clients understand affective activation (Ogden et al.,
2006). This window represents the range of optimal arousal in which cognitions, emotions, and
sensations can be navigated with awareness and tolerance. Above this window is the zone of
‘hyperarousal’ or sympathetic nervous system (SNS) activation. Panic, emotional reactivity, and
flashbacks may be experienced with limited cognitive function to process the experience.
Conversely, below the WOT is the zone of ‘hypoarousal’ characterized by the system shutting
down, dissociating, or feeling numb (Ogden et al., 2006). Generally, individuals who have
experienced unresolved trauma have a smaller WOT, making them more prone to experience
hyperarousal or hypoarousal (National Institute for the Clinical Application of Behavioral
Medicine, 2017). In a state of hypoarousal the felt experience of emotions is blocked, in turn also
blocking the ability to respond to, learn from, or heal these emotions (Seubert, 2019). Eating
disorder behaviors are utilized in the hyperaroused zone as an attempt to downregulate, or in the
hypoaroused zone to feel more excited or energetic (Finlay, 2019). Many ED clients have
learned to consistently operate outside of their WOT (Wuflestad & Pace, 2019). The WOT is
taught through the psychoeducational portions of CAPG-E and helps participants develop selfawareness of arousal states. Participants can then begin to identify triggers or antecedents to
dysregulation and identify the function of the ED behavior (Finlay, 2019). It can be helpful to
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conceptualize the client’s WOT both in the context of tolerating emotions as well as tolerating
relational connection, which may feel threatening for ED clients (Williams & Files, 2019).
Creating Narratives
The use of timelines outlining significant experiences is beneficial for clients to gain
understanding regarding the interplay of disordered eating, body image disturbances, and
traumatic experiences (Virdi & Nicholls, 2019). Traumatic experiences create a negative story
about the self; a competing narrative including self-compassionate understanding of past
experiences, is needed and can be developed in treatment (Virdi & Nicholls, 2019). In order to
develop the competing narrative connection to the self is necessary, as “feeling oneself is a basic
requirement to achieve a stable sense of one’s Self and the basic condition of possibility for
developing a narrative apprehension of oneself or autobiographical Self.” (Stanghellini et al.,
2019, p. 133). Patients with EDs often report difficulty perceiving their own emotions and body
sensations, resulting in an increased focus on body weight to define the self. The development of
positive schemas about the self is an effective element of eating disorder treatment (BardoneCone et al., 2010).
Psychoeducation
The psychoeducational component of the CAPG-E protocol covered all of the topics in
the CAPG protocol (Sosin & Noble, 2019), as well as two additional topics, trauma and
emotions.
Trauma
It is helpful for clients to receive psychoeducation regarding the role of trauma in the
development of an eating disorder, and about physiological and psychological impacts of trauma
(Virdi & Nicholls, 2019). As clients develop an understanding of nervous system responses and
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the impact of anxiety, shame, and trauma, they experience self-soothing and stabilization.
Similarly, as clients learn the reasons why compassion may be difficult for them, they are
empowered and develop increased self-compassion (Seubert, 2019).
Grounding skills that focus on increasing awareness, such as mindfulness practices,
promote continued treatment and change. Learning to notice, observe, and be aware of physical
and psychological experiences can reduce ED symptoms and promote continued healing
(Seubert, 2019). Experiences that invite feeling hopeful, mindful, curious, and open can be
transformational for ED clients (Williams & Files, 2019). Breathwork is particularly helpful for
ED clients as it may be a step toward ‘taking up space’, beginning to connect clients with the
physical experience of their bodies (Kwee & Launeanu, 2019). Visualization interventions are a
way to increase communication with the body by scaffolding the experience of talking and
listening to the body and increasing awareness of the body (Kwee & Launeanu, 2019). Body
scans increase clients’ awareness of physical sensations and sensitivity, laying the groundwork
for clients to listen to each part of the body, recognize both trauma and pleasure in the body, and
develop gratitude for one’s own body (Kwee & Launeanu, 2019).
Emotions
Psychoeducation for ED clients must include the reasons why emotions exist and their
function, specifically that emotions allow for responding to internal and external cues (Seubert,
2019). Painful emotions also serve a purpose, but when these emotions are stifled, ignored, or
dissociated the pain not only remains, but it no longer serves its initial purpose (Seubert, 2019).
A tiered model may be used to begin to explore emotions in a manner that feels safe. This
includes first gaining awareness of the emotion, through increasing awareness of external factors
in the environment, physical cues in the body, and internal thoughts and feelings (Seubert, 2019).
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Next, being with the emotion without shifting into hypoarousal or hyperarousal increases
emotional awareness and tolerability. Down or upregulating the nervous system while
identifying and describing the physical location and intensity of the emotion in the body are
helpful steps for clients to practice (Seubert, 2019). Understanding that emotions exist to send
messages or signals, checking for this message allows us to determine potential responses.
Finally, deciding whether to express and/or act on this feeling helps build trust in emotional cues
(Seubert, 2019).
Rationale for Research Method
Key elements of eating disorder treatment identified by both clinicians and participants
include gaining insight and understanding of the disorder’s development, improving body
experiences and self-esteem, learning to relax and to express thoughts and feelings, and
developing supportive relationships (Vanderlinden et al., 2007). Identified needs for further
research include using the embodied experience as a resource, and methodologies that integrate
the language of the body with the narrative of one’s experience while recognizing cultural and
social factors (Malecki et al., 2018). Additional aspects of effective ED treatment include
regulating emotions, particularly shame and anxiety, increasing connection with the self and
others, developing self-compassion, reintegration of past traumatic experiences, and identifying
and operating from the core self (Williams & Files, 2019). According to Kwee and McBride
(2019):
Future conceptualization, practice and research related to eating disorders needs to
maintain a holistic conceptualization of the self as inextricably connected to the lived
body experience. We suggest that, when theorizing about eating disorders, academics
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think critically about how to center the body, and the lived experience of the body, in
theory. (pp. 361-362)
Further research is needed in the areas of “research exploring movement, somatic and affective
interventions are most needed, both outcome studies and lived experience
(phenomenological qualitative) research” (H. McBride, personal communication, May 30, 2020).
The use of “a phenomenologically grounded theoretical-methodological framework” is
recommended for further exploration of embodiment and eating disorder recovery (Launeanu et
al., 2019, p. 90). Based on these recommendations and the inextricable connection between
embodiment and exploring the role of lived experience in phenomenological research, this is the
proposed research method for this study.
Summary
Eating disorders develop from the social, political, and cultural messages regarding
female bodies, promoting self-objectification, self-hatred, and self-criticism. These disorders
present significant negative effects to mental and physical well-being. Treatment protocols that
have historically focused on cognitive-behavioral interventions are insufficient at adequately
treating eating disorders and may even reinforce the function and messages of the disorder.
Embodiment, rather than body image, holds promise for promoting full recovery. The Creative
Arts Personal Growth group provides a framework for a group intervention that addresses shame
and fear through promoting connection and compassion. A phenomenological study of the eating
disorder adaptation of this group, CAPG-E, is proposed to explore the experience of this group
protocol.
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CHAPTER THREE: RESEARCH METHOD
This purpose of this study is to explore the lived experience of a group of females
diagnosed with eating disorders, during a group intervention targeting shame and fear. The group
intervention used was an expansion of the Creative Arts Personal Growth Group, a model with
growing empirical support. A hermeneutic phenomenological research design was utilized in this
study because of its focus on gaining deep understanding of the lived experience of participants
within their social context (van Manen, 2014). Utilizing the hermeneutic phenomenological
research design aligns with the purpose of this study and the feminist phenomenological
framework through which the group was developed.
This chapter provides the background of phenomenology as a research method and its
appropriateness for the current study. It includes descriptive information regarding the research
design, the role of the researcher, research questions, participant selection, and the process of
data collection and analysis. Ethical considerations and trustworthiness of the study are also
described.
Research Design
Qualitative research traditions are grounded in the foundation of exploring the subjective
nature of the human experience. These traditions focus on the meaning and essence of
experience; the focus is not on discovering explanations or measurements (Moustakas, 1994). In
group contexts where intense feelings are shared in language that is highly personal and
idiosyncratic to participants, descriptive qualitative studies may provide more valuable data than
could be provided by a controlled experimental study (Heppner et al., 2016). Considering the
minimal existing literature on creative, embodied, and self-compassion focused interventions for
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the treatment of eating disorders (McBride & Kwee, 2019), the current study benefits from a
qualitative exploration. Additionally, the purposes of embodiment-based eating disorder
interventions align with an exploration of the lived experience of participants, giving voice to
participants, and the goals of phenomenological studies (Kwee & Laneanu, 2019; van Manen,
2014).
Phenomenology
Phenomenology is a philosophy, methodology, and framework focused on the study of
phenomena, that is, the lived experience of a concept (Creswell, 2017; Moran, 2000).
Phenomenology finds its roots in the work of philosophers such as Kant, Hegel, and Descartes,
who focused on the pursuit of understanding perception, experience, and consciousness
(Dowling, 2007; Moustakas, 1994). Husserl, influenced by the philosophy of phenomenology
and the work of Brentano, began the study of exploring phenomena as they appear in order to
increase knowledge of consciousness and intentionality (Moran, 2000; Moustakas, 1994; Valle et
al., 1989). In this quest to explore phenomena Husserl endorsed epoché or bracketing, the
suspension of one’s presuppositions, understanding, and knowing in order to explore phenomena
in its purest form, as free as possible of any prejudice (Dowling, 2007; Moustakas, 1994).
Bracketing seeks to examine phenomena without interpretation, ‘natural attitude’, or the
perceptions, judgments, and feelings of others by identifying and setting aside these lenses while
exploring phenomena (Moustakas, 1994). The branch of phenomenology grounded in Husserl’s
work became known as descriptive phenomenology (Langdridge, 2007).
Heidegger continued to develop phenomenology as a research method but took a
different approach to the role of personal perception, presupposition, and interpretation.
Heidegger described phenomenology as the process “to let that which shows itself be seen from
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itself in the very way in which it shows itself from itself” (Heidegger, 1962, p. 58). Unlike
Husserl, Heidegger supported the role of interpretation, viewing it as a means of integrating
existential philosophy and ontological pursuit (Dowling, 2007). Furthermore, Heidegger
conceptualized presupposition and perception as inextricably connected to description, rejecting
the notion that these lenses can be suspended (van Manen, 2014). Bracketing is a key component
in Husserl’s phenomenology, but Heidegger and van Manen endorse the belief that
presuppositions and prejudice cannot be removed, and therefore it is to be integrated into the
interpretation of data (Dowling, 2007; van Manen, 1990). Because of the alignment between this
perspective and embodiment literature (McBride & Kwee, 2019), van Manen’s hermeneutic
phenomenology is utilized in this study in place of Husserl’s descriptive phenomenology.
Heidegger also introduced to phenomenology the phrase ‘being-in-the-world’ as the
conceptualization of “the way human beings exist, act, or are involved in the world” (van Manen,
1990, p. 175). The focus of phenomenological research is the lived experience, the term used to
describe one’s participation in life (van Manen, 1990). Influenced by the work of French
existential philosopher Merleau-Ponty, van Manen (1990) identified four existential elements of
the lived human experience: lived space (spatiality), lived body (corporeality), lived time
(temporality), and lived human relations (relationality or communality) (Merleau-Ponty, 1945;
van Manen, 1990). These four existential elements of lived experience provide the framework
for identifying and integrating the researcher’s perspective into the exploration of the
phenomenon (Dowling, 2007). This branch of existential phenomenology includes the
exploration of social context when considering one’s experience, and it provided the first
incorporation of the lived body experience into phenomenology (Allen-Collinson, 2011; Young,
2005). While many methods of research seek to determine answers and conclusions,
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phenomenology seeks instead to ask questions and explore meaning, making this approach ideal
for the current study due to the current study’s goal of examining phenomena on a deep level and
honoring the voices of a relatively small number of participants in a counseling group setting.
(van Manen, 2014).
Feminist Phenomenology
Merleau-Ponty’s identifies corporeality as an existential element of human experience but
does not acknowledge the ways embodied experiences may differentiate across sex and gender
(Fisher, 2000). Social science research focused on women has traditionally been conducted from
a patriarchal and positivist perspective, separating the voice and lived experience of women
themselves from the findings (Garko, 1999; Stanley & Wise, 1993). In order to explore the lived
experience as experienced by women, feminist research paradigms focus on understanding and
exploration that maintains the voice of the participant (Garko, 1999). Maintaining the participant
voice is essential, as “it is frequently argued that the main contribution of phenomenology has
been the manner in which it has steadfastly protected the subjective view of experience as a
necessary part of any full understanding of the nature of knowledge” (Moran, 2000, p. 21).
Existential phenomenology is congruent with these values, allowing the participant to describe
the human experience freely instead of through operationally defined terms that limit our
understanding of the phenomena being studied (Garko, 1999). Rather than following a strict
methodology, phenomenological exploration is characterized by developing an “attentive
awareness of the things of the world as we live them rather than as we conceptualize or theorize
them” (van Manen, 2014, p. 41). The focus on lived experience rather than on theory provides
space for the experience of women in society to be explored in her own words.
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Considering the current and historical social, political, and cultural discourse about the
female body (see discussion in Chapter Two), one cannot adequately explore the lived
experience of females without taking into account prominent sociopolitical messages about the
female body. Current prominent messages emphasize the observable parts of women, such as
body size and shape, and promote the sexualization of female bodies (Noll & Fredrickson, 1998;
Tylka & Kroon Van Diest, 2015). Eating disorders develop as these messages are internalized
and the body is manipulated to fit a culturally acceptable script (Piran & Teall, 2012). The lived
experience of this study’s population (individuals experiencing eating disorders, fear and shame)
cannot be fully understood apart from a critical examination of cultural discourse. Feminist
phenomenology does not specify a methodological procedure for conducting research, but rather
provides a lens for the study which includes female participants in the research process,
maintaining each participant’s voice and perspective when describing her own experience, and
seeking confirmation from each participant that her voice is accurately portrayed in the findings
(Garko, 1999; McBride, 2020).
Because of its dual focus on personal lived experience and sociopolitical environment
and ideology, feminist phenomenology provides an ideal framework for exploring female
embodiment (Allen-Collinson, 2011). Additional areas of focus specified in the feminist
approach include examination of how race, education, and socioeconomic status – or more
broadly, social power – contribute to the study (Stanley & Wise, 1993). Feminist
phenomenology centers around embracing and amplifying voices that have been ignored, undervalued, or undifferentiated in social discourse (Young, 2005).
Although feminist values and phenomenology have at times been at odds with one
another (see Fisher, 2000), there is congruence between the methodological guidelines identified
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by van Manen’s hermeneutic phenomenology (1990) and the framework of feminist
phenomenology. Both elevate the importance of exploring assumptions and beliefs associated
with bodily experience, objectification, self-alienation, and personal narrative (Kall & Zeiler,
2014). Hermeneutic phenomenology is grounded in an attitude or approach of wonder, curiosity,
and reflexivity (van Manen, 2014). Because of the inextricable connection between the person of
the researcher and the interpretation of data, my pre-understandings about the topics of this study
are explored.
Role of the Researcher
In phenomenological research, identification of pre-understandings or epoché is
necessary in order to intentionally ‘bracket’ or recognize pre-existing beliefs, biases,
assumptions, and theories (Moustakas, 1994; van Manen, 1990). In order to recognize my preunderstandings and intentionally bracket, I engaged in reflection and consideration of my
perspectives about eating disorders, embodiment, treatment, and shame prior to conducting the
current research. For several years prior to conducting this study, I kept a research journal as I
explored the literature of relevant topics, I kept notes as I engaged in discussions with experts,
and I reflected on how my understanding and experience of the topic have evolved.
Pre-Understandings
Phenomenological research is based on “formulating questions and problems that reflect
the interest, involvement, and personal commitment of the researcher” (Moustakas, 1994, p. 21).
I am deeply committed to exploring the effective treatment of eating disorders, addressing
psychological healing and a transformed lived experience in the body as well as behavioral
change. Through my experience of both receiving and providing eating disorder treatment at
various levels of care over several years, I was struck by the ways in which treatment approaches
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that are designed to help people often instead parallel and perpetuate the symptoms of eating
disorders. For instance, treatment approaches often emphasized following external guidelines
(i.e., meal plans), following rigid rules about what is and is not permissible regarding physical
movement and exercise, complying with expectations that de-emphasize client autonomy and
voice in treatment planning, maintaining a focus on body image, and promoting disconnection
from and lack of trust in one’s own body. While this framework is not universally promoted by
all eating disorder clinicians, it is often the implicit framework utilized in treatment plans and
programs (see for example, Fairburn et al., 2003; Lipsman et al., 2014). My experience in
witnessing the limits of approaches that parallel eating disorders contributed significantly to my
commitment to work as an eating disorder clinician who seeks and develops treatment
approaches that promote building trust and safety in one’s own body rather than treatment
approaches that are predominantly focused on behavioral change.
When I began to explore innovative treatment approaches I came across the term
embodiment as an alternative to body image as a framework for eating disorder treatment and
recovery. Through the lens of embodiment the focus is on inhabiting the body in meaningful
ways and reconnecting with the wisdom and experience of the body rather than focusing on
behavioral change and positive body image as the primary goals of treatment. As I explored the
concept of embodiment, I was significantly influenced by the work of Dr. Niva Piran (2017), Dr.
Hillary McBride (2019), and the Embodied Recovery Institute. During this exploration I spoke
with Rachel Lewis-Marlow, one of the founders of the Embodied Recovery Institute, who shared
her perspective that many treatment protocols teach the client to engage in ‘appropriate’
dissociation – ways of disconnecting from the body that are acceptable to treatment providers
and external measurements of health (i.e. body mass index), but that keep clients in a state of
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disengagement from their own bodies (R. Lewis-Marlow, personal communication, June 17,
2019). Her perspective shifted my understanding regarding the goals of treatment and re-aligned
my focus with principles of empowerment and client autonomy.
I also recognized, in my own and my clients’ experiences, the powerful role that shame
plays in keeping one disconnected from and fearful of her own body (note: female pronouns are
used in this explication as this is representative of the majority of my clientele, but it is noted that
eating disorders impact individuals of all genders and gender identities). Shame also appeared to
be complex and difficult to address in treatment; even naming shame as part of one’s experience
can increase the felt sense of shame (Kelly & Tasca, 2016). Through my professional and
academic work with Dr. Lisa Sosin I learned about the Creative Exposure Intervention (Sosin &
Rockinson-Szapkiw, 2016) and assisted in further developing the Creative Arts Personal Growth
Group (CAPG), a group protocol focused on transforming shame and fear through connection
and creativity (Sosin & Noble, 2019; Sosin & Trexler, 2018). As I saw the efficacy of this
protocol in addressing shame and fear and recognized the congruence between the CAPG
framework and the literature on embodiment, I envisioned creating a more specialized adaptation
of the CAPG protocol. The adaptation is specifically for the treatment eating disorders,
integrating embodiment-based practices and principles and providing psychoeducation specific
to the connections between eating disorders, fear, and shame. Based on personal experience and
observations, the efficacy of CAPG in previous studies (Sosin et al., 2020) and the value of
integrating principles of embodiment in eating disorder treatment (McBride & Kwee, 2019), my
bias is that the eating disorder adaptation of this group would be effective in reducing shame and
fear and increasing positive experiences of embodiment (Piran, 2017).
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My perspectives and pre-understandings cannot be divorced from my experiences of
privilege and social power (Stanley & Wise, 1993). I am of mixed Persian and Caucasian
ethnicity but am often perceived as a Caucasian woman. The color, size, and ability of my body
are not marginalized in the North American context in which I live and often align with cultural
scripts regarding socially acceptable female bodies. My socioeconomic status allows me to
access medical and mental health care when needed. Additionally, as I currently pursue a
doctoral degree my level of education grants social power in many contexts. My goal in this
research is to enter and understand the lived experience of each participant as much as is
possible, but the potential for limitations associated with my privilege and social power are
acknowledged.
My pre-understanding about eating disorder treatment is that full recovery is possible for
all (Bardone-Cone et al., 2010), and that recovery goes beyond the cessation of behaviors to
encompass positive experiences of embodiment (Piran, 2017). I believe that the social, cultural,
and political messages about female bodies, both current and historical, are harmful, insufficient,
and damaging. Eating disorders may develop, in part, as a response to these messages and/or as
an effort to be compliant with expectations. Eating disorders are biological, psychological, and
social in nature (Goss & Allan, 2012); therefore, the recovery process involves not only the
physical body but also mental and relational well-being. Though eating disorders are expressed
through the management of food and weight, at their core eating disorders are not about food,
weight, or body size (Costin & Grabb, 2012). Though the relationship with food and the physical
body must be healed, recovery is incomplete until the relationship with self is also healed.
Finally, my pre-understanding of the human body is that all bodies are created good. In a
social context the body is the site of many forms of oppression (sexism, racism, ableism, ageism,
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to name a few), and for individuals with eating disorders the body is often a source of
psychological and physical distress. While these realities reflect various facets of brokenness,
they are not reflective of the body itself. I also understand that the body is predisposed toward
healing, and that “the body’s natural healing properties” (Shapiro, 2017, p. 17) work to heal the
body, physically and psychologically, when factors that block healing are removed (Shapiro,
2017).
Establishing Researcher-Participant Working Relationship
I am a Licensed Professional Counselor and have provided psychotherapy services at
Empower Counseling, PC, for three years at the time of this writing. The focus of my work at
this practice has been the treatment of eating disorders in individual, group, and family
counseling settings. I have been a primary group counselor at this practice, providing
transdiagnostic group therapy for all eating disorders, specialized groups for restrictive eating
disorders and binge eating disorder, and groups for family members and loved ones of
individuals diagnosed with eating disorders. Empower Counseling, PC, is the only provider of
eating disorder counseling groups in the geographic region of central Virginia. Historically all
group members engaging in group therapy at Empower Counseling, PC, have been required to
also be engaged in individual counseling. This is to provide adequate care for the complex nature
of eating disorders. Almost all group members in previous groups received individual services at
Empower Counseling, PC. Prior to this study, I ran groups comprised of several of my individual
counseling clients. The selection of participants for this study and the role of the researcherparticipant relationship are explored in more detail below.
Research Questions
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The focus of this study is exploring the phenomenon or lived experience of group
members in a personal growth group. The study explored the use of the Creative Arts Personal
Growth Group for Eating Disorder Recovery (CAPG-E) group protocol for decreasing fear and
shame and increasing positive experiences of embodiment for individuals with eating disorders.
The following questions guided the exploration of group members’ experience in the CAPG-E
group:
Research Question 1: How do CAPG-E participants describe how helpful and
meaningful, if at all, are the components and process of this group?
Research Question 2: How do participants describe their experiences of the components
and process of CAPG-E in monitoring, tolerating, and modifying fear and shame?
Research Question 3: What impact, if any, did the components and process of CAPG-E
have on the lived experience of embodiment for participants?
These questions are exploratory in nature and are investigated through written feedback forms
completed by participants, reviewing audio recordings of group sessions, and reflections from a
research journal that was kept throughout this study. The data are explored using van Manen’s
approach to hermeneutic phenomenology (1990).
Participants
After the proposal for this study was approved by the Institutional Review Board (IRB) at
Liberty University (Protocol # 3485.100818; see Appendix C), information about the study was
distributed following Empower Counseling, PC’s process for promoting counseling groups. This
included providing information about the study on Empower Counseling, PC’s social media
accounts, posting flyers about the study in the practice’s waiting room (see Appendix D), and
counselors at Empower Counseling, PC informing individual clients of the study. Promotional
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material informed interested individuals to contact the primary researcher via e-mail. Once they
contacted me, interested individuals received a document via email to review and complete if
interested in participating in this study. The document included information about the group, the
IRB-approved consent form for participation in the study, a demographic information form (see
Appendix E), group guidelines (see Appendix F), the Eating Attitudes Test (EAT-26; Garner et
al., 1982), the WHODAS 2.0 (World Health Organization, 2012), and the DSM-5 Self-Rated
Level 1 Cross-Cutting Symptom Measure- Adult (American Psychiatric Association, 2013).
Criteria for participation in a phenomenological study included experience of the
phenomenon (in this case, experiences of an eating disorder, shame, and fear), interest in
understanding the nature and meaning of the phenomenon, and willingness to participate in the
study, be recorded, and have this data published (Moustakas, 1994). These criteria were
identified in the informed consent provided in the initial email. The WHODAS 2.0 and the
DSM-5 Self-Rated Level 1 Cross-Cutting Symptom Measure were provided in accordance with
the CAPG protocol and to identify potential need for ancillary services and/or for disability. The
EAT-26 was administered to screen for severity of eating disorder symptomology. Once all
forms were completed and returned, individual screening meetings were scheduled during which
all information was reviewed.
Participation in the study was open to individuals receiving psychotherapy from any
clinician at Empower Counseling, PC. However, all individuals who expressed interest in the
study, were able to participate, and were screened and determined to be appropriate for
participation in this group had also worked with me in individual psychotherapy. Therefore, as
the researcher I already had established a therapeutic alliance with each participant prior to this
study and discussed the existing alliance with each potential participant during the screening
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process. I provided the participants with information about ways to maintain a healthy separation
between individual and group work. Potential participants were informed that they may disclose
any personal information they choose during group sessions, but as the researcher and as a
counselor I articulated a commitment to keep private information from individual counseling
confidential in the group setting. Previous groups at this practice utilized the same process in
order to preserve the integrity of the therapeutic process and remain in accordance with the
Health Insurance Portability and Accountability Act (Health Insurance Portability and
Accountability Act [HIPAA] of 1996, Pub. L. No. 104-191).
The potential impact of the overlap of roles between individual and group
counseling may impact data collected during this study. The overlapping roles were openly
discussed with each participant, and the distinction between individual psychotherapy and this
study was made explicit. There are several ways the overlapping roles may have impacted
participant feedback in this study. Participants may have limited the information shared in
feedback because of the overlap of roles. The pre-existing therapeutic alliance may have
impacted the level of comfort in the group setting. It is noted that group members did not know
one another prior to participation in the CAPG-E group.
Number of Participants
Because qualitative studies seek depth of inquiry, sample sizes are significantly smaller
in qualitative studies compared to those of quantitative studies. Sample size in phenomenological
research is dependent upon the number of participants who meet all criteria for the phenomena
(Moser & Korstjens, 2018). Recommendations for the number of participants vary from up to six
participants (Langdridge, 2007) to up to ten participants (Moser & Korstjens, 2018). According
to the CAPG manual, the recommended group size for this protocol is 5-8 members (Sosin &
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Noble, 2019). After completing intake documentation and screening interviews, six individuals
met all criteria for participation in this study. This number of participants aligned with
recommendations for the research method and for the specific group protocol, so all six
individuals were admitted to the group and included in the study.
Data Collection
This section explains data collection procedures in detail, including instruments, the
process of collecting and storing data, and the alignment of these procedures with the
hermeneutic phenomenological approach.
Screening
Individuals who expressed interest in participating in this study were provided with a
packet including information about the study, informed consent, demographic form, and
standardized measures. Consistent with the CAPG guidelines (Sosin et al., 2020) the DSM-5
Self-Rated Level 1 Cross-Cutting Symptom Measure- Adult (APA, 2013) and the WHODAS 2.0
(World Health Organization, 2012) were completed to identify any need for ancillary services.
The Eating Attitudes Test (EAT-26; Garner et al., 1982) was completed to assess the severity
level of current disordered eating patterns as severe symptomology may require intervention at a
higher level of care (Gaudiani, 2019). Because of the qualitative nature of this study, these tools
were not given for the purpose of collecting pretest/posttest data, but rather to assess
appropriateness for participation in this study.
Feedback Forms
Information about the lived experience of participants in the CAPG-E group was gathered
through written surveys, a final group evaluation, and reviews of CAPG-E session audio
recordings. Following each group session, participants completed a weekly evaluation survey in
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which they provided information regarding their experience in that group session. The survey
included group members’ written expressions regarding the opening sharing, learning portion,
creative arts activity, and closing sharing portion of the group, in addition to their felt sense of
safety in the session and any other comments or concerns (See Weekly Evaluation Survey;
Appendix A). Each participant emailed their form in the days following the group session, prior
to attending the next group session. Responses were saved in a password-protected folder, and
each week all responses were merged into a single document without any identifying information
for the purpose of data analysis; this document was also password-protected.
After the eighth and final group session group members completed the Final Group
Counseling Evaluation (Sosin & Noble, 2020; See Appendix B). Through this in-depth form
participants shared their lived experience of the screening process, the leadership style and
person, group members, process, structure, and guidelines, as well as reflections on each group
session. They reflected on their experience of embodiment throughout the group process and
provided recommendations for future groups. Group members returned their evaluation forms;
forms submitted electronically were saved in a password-protected file and forms submitted on
paper were kept in a locked filing cabinet. Data was collected from September through
November 2020.
The qualitative tradition of phenomenology values exploring lived experience through the
language of participants (Moustakas, 1994; van Manen, 2014). Surveys with open-ended
questions and freely written responses, rather than selecting from pre-written options, allows
participants to use their own voices in their responses. These data collection procedures also
follow the methods outlined in the CAPG manual (Sosin & Noble, 2019) and the CAPG-E
manual (Sosin & Noble, 2020).
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Audio Recordings
Participants provided written consent for all CAPG-E sessions to be audio recorded. The
recordings provided rich data in addition to the written feedback; the recordings captured not
only the words expressed by participants but also the tone, energy, and interaction of the voices.
As the group leader I focused on attunement to group members and provision of the
psychoeducational and experiential aspects of CAPG-E. Reviewing the audio recordings
provided an opportunity for me to observe, review, and confirm the lived experience of the
group. Following the approach of hermeneutic phenomenology, I kept a research journal
throughout each phase of the data collection. I wrote about my experience, understanding, and
perspective of the data as I completed the literature review, as I wrote the CAPG-E manual, and
as I reflected on each group session.
Data Analysis
I processed and analyzed data following van Manen’s approach to hermeneutic
phenomenology (1990). While van Manen identified six phases to analysis, it is noted that the
process of analyzing data phenomenologically is guided by exploring the principles rather than
following a linear set of steps. The exploration does not occur in a linear fashion, but each phase
may overlap with others. This section describes the six phases of analysis.
The first phase focused on the researcher turning toward a phenomenon of human
experience that is of personal interest. The phenomenon is one that keeps the research committed
to the world in a meaningful way. Starting from a place of wonder is essential, for “just as
inspiration may be the antecedent to writing poetry, so wonder may be the antecedent to inquiry”
(van Manen, 2014, p. 37). As previously noted, I chose a topic of personal interest and engaged
in exploring pre-understandings and assumptions associated with the identified phenomenon.
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Phase two focused on investigating the lived experience of participants as I took an engaged,
immersive approach to gathering data. This process included not only collecting written data
from participants, but also through observing and considering the social context of the data. In
phase three, I identified essential themes of the data by reflecting on the data as a whole, in
individual sections, and through selectively highlighting data.
In phase four I began the description of the phenomenon in writing, in several iterations,
as it was experienced by the participants and me. Participants’ thoughts, feelings, experiences,
and attitudes of the participants were written. In phase five I centered around maintaining a
strong relationship with the phenomenon, keeping focus on the research question(s). In phase six
I focused on balancing the research parts and the whole through exploring the individual parts in
order to more fully understand the phenomenon as a whole. The parts and the whole each
contributed to a deeper understanding of the phenomenon.
This approach was selected as it aligns with the research questions and allows in-depth
analysis of the phenomenon. The feminist phenomenological framework of this study could be
maintained as the hermeneutic approach explores both the parts and the whole and elevates the
voices of the participants instead of focusing only on the researcher’s perspective.
Trustworthiness
The quality or trustworthiness of a qualitative study refers to the validity or accuracy of
the findings in comprehensively representing the phenomenon (McLeod, 2011; Moustakas,
1994). Trustworthiness in qualitative research is assessed through the establishment of four
criteria: credibility, transferability, dependability, and confirmability (Lincoln & Guba, 1985).
These criteria are each explored as they pertain to the current study.
Credibility

93
Credibility is understood as the congruence or alignment between the experience of
participants and the researcher’s description of these experiences (Bloomberg & Volpe, 2016).
Credibility was established in this study in several ways. First, I explored and acknowledged preunderstandings and biases. Second, I triangulated data by using multiple data collection methods.
Third, member-checking allowed participants to review and verify the accuracy of my written
portrayal of their experience (Bloomberg & Volpe, 2016). Finally, I included direct quotations of
participants where appropriate.
Transferability
In qualitative research the generalizability of research findings to external contexts is
referred to as transferability (Lincoln & Guba, 1985). The intention of a qualitative study is not
that findings can be generalized to all other contexts, but rather that the findings may increase
understanding in some other contexts (Bloomberg & Volpe, 2016). In this study, transferability
was achieved through providing a detailed description of the participant sample; identifying the
context and goals of the study; and providing a detailed or ‘thick’ description of findings.
Dependability
Dependability is associated with the consistency and stability of the data over time and
across researchers (Bloomberg & Volpe, 2016; Morrow, 2005). Triangulation of data contributed
to the dependability of this study. An audit trail (Lincoln & Guba, 1985), or explanation of how
data was collected, analyzed, and organized into themes, was kept throughout this study to
increase dependability.
Confirmability
Confirmability is established when the findings and discussion of a study align with the
data. Qualitative research cannot and does not seek to be fully objective, but the findings must
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reflect the data collected rather than the biases or assumptions of the researcher (Bloomberg &
Volpe, 2016). Identifying pre-understandings, practicing reflection and reflexivity, and
supervision provided by my Dissertation Chair established confirmability in this study.
Ethical Considerations
The American Counseling Association (ACA) identifies values that create the basis for
ethical professional behavior in the field of counseling (ACA, 2014). These include values such
as nonmaleficence, not causing harm to others; autonomy, promoting the right to direct and
control one’s own life; and beneficence, promoting the health and well-being of others (ACA,
2014). These values, along with the other values and principles outlined in the ACA Code of
Ethics (2014), create the basis for the protection of participants (co-researchers) in this study. An
application to conduct this study, including the potential risks and benefits for participants, was
submitted to the Institutional Review Board (IRB) at Liberty University. Recruitment for this
study did not begin until IRB approval was obtained (Protocol # 3485.100818; see Appendix C).
In order to prevent any sense of coercion or pressure to participate in the study, potential
participants had to initiate interest in the group and contact the researcher expressing interest.
Participants received information pertaining to the voluntary nature of the study, including the
ability to withdraw from the study at any time without fear of repercussion, in the informed
consent.
All hard copies of documentation associated with the study participants, including intake
paperwork and feedback forms, were kept in a locked filing cabinet for the duration of the study
and destroyed at the end of the study. Moreover, any information sent to the researcher
electronically as well as audio recordings were saved to a password-protected digital file which
only the researcher and research supervisor could access. All documents were destroyed in a
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manner consistent with professional guidelines. Because of the nature of group counseling,
confidentiality by group members cannot be guaranteed by the researcher, a concept disclosed in
the IRB application and in the informed consent. Every precaution was taken to increase the
confidentiality of group sessions including providing this information in the informed consent,
emphasizing the importance of confidentiality in the group guidelines, reviewing the importance
of confidentiality in screening interviews, ascertaining a commitment from each participant to
maintain confidentiality, and reviewing confidentiality guidelines with all participants
collectively in the first session.
Because of the focus on shame exposure and processing that is inherent to the therapeutic
value of CAPG-E, participation in this study included the risk of experiencing discomfort when
exploring the thoughts, emotions, and behaviors associated with disordered eating, shame, and
fear; distress could also be experienced through exploring past traumatic experiences. These
risks were identified in the IRB paperwork and in the informed consent form which was
provided in writing and reviewed verbally with each participant. Screening documents and
interviews were carefully reviewed in order to identify appropriateness for participation in this
study. To promote the welfare of participants, the researcher met with a faculty supervisor on a
weekly basis to review the previous session, prepare for the upcoming session, and explore any
areas of concern. The faculty supervisor reviewed the recording of each session prior to the
following session, in order to provide feedback and ensure the fidelity of the study.
In keeping with the guidelines established by the IRB at Liberty University, participants
were provided with my contact information as well as contact information for my supervisor and
the Institutional Review Board. Participants were encouraged, both in writing and verbally, to
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contact the researcher with any questions, and/or to contact the supervisor or IRB if they
preferred to talk with someone other than the researcher.
Summary
This chapter provided information about the proposed study, including the need for the
study and the reasoning for using the selected research method. The need for embodiment-based
eating disorder interventions, and the alignment of phenomenological thought with the goals of
the CAPG-E, were provided. Research questions were presented, as well as the proposed process
for exploring these questions including the researcher’s pre-understandings, the process of
participant selection, and the proposed method of data collection and analysis. Additionally,
ethical considerations for this study and measures of trustworthiness were examined. The next
chapter will detail the findings of this study including how the research questions are explored in
the data.
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CHAPTER FOUR: RESULTS
The purpose of this study was to explore the experiences of CAPG-E group members.
Specifically, the intention of this study was to explore through three research questions the lived
experience of group members, including what aspects of the group were helpful and how the
group impacted their experiences of fear, shame, and embodiment. Data was obtained from the
six group members through transcripts of the group sessions, weekly written feedback forms
completed by each individual, and a final group evaluation form that each individual submitted.
In keeping with the phenomenological tradition participants in this study are referred to as coresearchers, as I joined with them to investigate the phenomena explored in the study. A detailed
explanation of how the data was collected, recorded, and analyzed is included in Chapter Three
of this manuscript. Because of this study’s hermeneutic phenomenological nature, van Manen’s
(1990) procedure for data analysis was utilized. This procedure included analyzing the data
holistically, then line-by-line, and then through using selective highlighting (van Manen, 1990).
As the researcher, I interacted with the data as it was collected, and then reviewed the total of
each person’s dataset, and following this I reviewed the data as a whole. Additionally, I
transcribed all group sessions myself in order to remain connected to the data (van Manen,
1990).
Data was saved on a password-protected computer file. Co-researchers were given the
option of submitting electronic or hard copies of their forms; all but one sent electronic forms via
email. One co-researcher hand-wrote her responses, so I typed this into a text document and
saved her hard copy in a locked filing cabinet. Each participant was asked to select a pseudonym
in order to protect their privacy; all data was saved using the chosen pseudonym to identify the
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author. I used Microsoft Word to store the data and used NVivo 12 software to organize and
code the data.
After gaining a sense of the themes through this holistic review, I identified primary
themes and sub-themes for each research question using a line-by-line review. I then used
selective highlight to code the data according to primary themes and sub-themes. These were
presented to the co-researchers for member checking. In order to protect and privilege the voices
of group members, as part of the member checking process co-researchers could choose if they
would prefer for their pseudonym to be used with each of their quotes, or if they preferred to
remain nameless in the manuscript. Note that in these cases where co-researchers wished to
remain nameless, quotes are attributed to “one co-researcher” or “one individual” instead of
utilizing the chosen pseudonym. Through exploring the data holistically, line-by-line, and using
selective highlighting, and then engaging in member checking, themes and sub-themes related to
the research questions were identified.
In keeping with the phenomenological tradition, findings are presented as themes
identified in the data that answer the research questions. I am presenting the themes and subthemes identified according to the following research questions:
Research Question 1: How do CAPG-E participants describe how helpful and
meaningful, if at all, are the components and process of this group?
Research Question 2: How do participants describe their experiences of the components
and process of CAPG-E in monitoring, tolerating, and modifying fear and shame?
Research Question 3: What impact, if any, did the components and process of CAPG-E
have on the lived experience of embodiment for participants?
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In each section I define the research question, present the themes and subthemes, provide
representative vignettes, and synthesize the themes. Before exploring the findings, demographic
information regarding group members is included.
Participant Demographics
Criteria for participation in this study and the process of participant selection is described
in Chapter Three of this text. A total of nine individuals expressed interest in participating. Two
potential participants were unable to join due to scheduling conflicts, leaving seven individuals
who completed screening interviews. After completing the screening process one individual was
referred to a higher level of care, resulting in a total of six individuals who participated in the
study. A summary of the participants’ demographic information is provided in Table 1. Coresearchers ranged in age from 20 to 34 years old, with a mean age of 25.8 years old. All coresearchers identified as female. Five participants identified as white, non-Hispanic while one
identified as Asian American. All participants indicated their religious affiliation as Christian;
two identified specific denominational affiliations. Three co-researchers reported that they have
never been married, two reported being currently married, and one reported being re-married.
Four identified their sexual orientation as heterosexual or straight while two identified as
members of the LGBTQ+ community (one bisexual, one questioning). Participants represented a
range of socioeconomic levels; annual incomes ranged from $10,000 to $50,000 (mean annual
income of $35,833). All participants reported having history of an eating disorder and
experiences of shame associated with their ED history.
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Table 4.1
Demographic Information of Participants
n %
Age
20 – 24

4

66

25 – 29

1

17

30 – 35

1

17

Gender Identity
Female

6 100

Ethnicity
Caucasian, non-Hispanic

5

83

Asian American

1

17

Religious Affiliation
Christian

6 100

Sexual Orientation
Heterosexual

4

66

LGBTQ+

2

34

Never Married

3

50

Married

2

34

Divorced, Re-Married

1

17

Marital Status

Employed

6 100

Income
$30,000 or below

2

33

$31,000 - $40,000

2

33

$41,000 or more

2

33

101
Eating Disorder History

6 100

Experience of Shame

6 100
Themes Found in the Data

For clarity, findings are organized by research question. Themes and subthemes
identified for each research question are presented with narrative descriptions, quotes, and
synthesizing statements (Creswell, 2017). Some findings pertained to more than one research
question so findings are included in response to the research question with which the data most
closely identifies. All included themes were reported by all or most co-researchers; if fewer than
four co-researchers identified a theme it was not included in this analysis.
Research Question One: Themes Related to the Helpful Components and Process of
CAPG-E
The first research question in this study asks, “how do CAPG-E participants describe how
helpful and meaningful, if at all, are the components and process of this group? First, the impact
of the components of CAPG-E, including screening, guidelines, psychoeducation, and activities
are explored. Next, the impact of the process of CAPG-E as they pertain to group dynamics, the
sense of self, the role of the group leader, and use of humor are explored.
Co-researchers’ Descriptions of the Components of CAPG-E
CAPG-E components that were identified as helpful and meaningful include the
screening process, group guidelines, psychoeducation, and activities. Meaningful sub-themes
included topics of psychoeducation and feedback regarding specific activities. These themes and
subthemes will be explored in detail in the following sections.
Figure 4.1
Component Themes and Subthemes Regarding Research Question One
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Screening
In CAPG-E screening entails a potential participant reviewing and completing screening
documents and meeting with the group leader for an individual face-to-face screening meeting to
assess appropriateness for group. Overall, co-researchers reported that the screening documents
were helpful and easy to understand. Feedback included “the screening process and forms were
straightforward. Expectations were clear, topics were outlined, and information was readily
available” (Sloane) and “I felt well-informed of what the groups would be like, and I felt
comfortable and informed about the recording that would take place, and about what the purpose
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and expectations of the group and me were” (Summer). Sloane also reported that the screening
meeting was helpful:
Since this was my first time participating in a group setting, I was unsure of what to
expect, but I felt prepared and supported going into this new experience since I had had
the opportunity to ask questions and voice concerns prior to attending.
The screening process helped co-researchers make informed choices about participating in the
group, and allowed participants to ask questions and process concerns set an open and
welcoming tone for the group experience. Co-researchers further reported that the group
guidelines were meaningful and helpful.
Guidelines
Guidelines included role expectations for group members and leaders, limits of
confidentiality, and the potential impact of group participants. Co-researchers identified that the
guidelines were helpful for clarifying expectations and promoting safety. Sloane shared:
The group structure and guidelines were clear. I felt there was solid structure (which is
always helpful), but also room to be flexible in conversation/activities. The guidelines
were more than reasonable, and enabled us to engage in meaningful, respectful, authentic
discussion while also being mindful of each other’s experiences, possible triggers and
perspectives.
Grace identified how the guidelines were helpful in providing safety:
The group structure and guidelines helped provide a safe space. Sandra made sure
everyone was careful and considerate to not trigger or upset anyone else. The structure
wasn’t rigid, but allowed me to feel like it was predictable, and therefore more
comfortable.
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Providing explicit group guidelines helped co-researchers know what was expected of them and
how to participate appropriately in the group. They also experienced increased safety as they had
clarity about what to expect from others. Group guidelines helped co-researchers engage
meaningfully with the psychoeducational components of the group.
Psychoeducation
Overall, co-researchers reported that the psychoeducation was helpful, clearly presented,
and applicable. The psychoeducation portion of CAPG-E entailed a brief teaching about topics
such as shame, vulnerability, and embodiment during each group session prior to engaging in the
creative activity. Topics that co-researchers identified as helpful and meaningful included the
threat response, self-compassion, needs, interpersonal support, food rules, and the core self.
Threat Response. In the first session co-researchers learned about the body’s
physiological responses to threatening stimuli and the window of tolerance (WOT) (Sosin &
Noble, 2020). Co-researchers found this lesson helpful. Anna stated, “I found knowing about my
window of tolerance was very helpful. I can see what happens when I am not in it.” Grace stated,
“The teaching really helped me better understand why and how shame gets in, and how my body
responds when that happens.” Another co-researcher corroborated, “This is helpful in
understanding how I use ED to manage threats of shame and fear.”
The concept of the ‘faux window’ provided by eating disorder behaviors resonated
significantly with co-researchers. Sloane commented:
Using eating disorder behaviors in connection with shame experiences is/was often the
only thing I knew to turn to because it was consistent and I was not aware of any other
coping skills or that I needed them… Since I am so accustomed to the ‘faux window’ my
eating disorder provides, the urge to turn to that as a ‘quick fix’ is always so strong—it
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often feels like that response is providing me with the real WOT because it allows a
solution in the moment that does not include being super present in my body and mind.
Psychoeducation about the threat response and WOT provided co-researchers with increased
insight and understanding about defensive strategies. This understanding helped them be more
receptive to engaging with self-compassion.
Self-Compassion. As previously defined in Chapter Two, self-compassion refers to
offering kindness and compassion to oneself. Of the self-compassion related concepts in the
psychoeducation, co-researchers found the perspective of ‘bullying’ oneself with negative selftalk, and the challenge to engage in self-compassion by recognizing and modifying the negative
self-talk, particularly helpful. For example, Martha reported:
I distinctly remember the idea of bullying myself impacting me significantly. I have
never wanted to be unkind to myself, but I know I’ve done this. It was really hard to
accept that I was mean to myself, or that I hurt myself by propitiating the ideas I’ve
fought so hard against for my loved ones.
Anna noted, “I don't feel like I see myself as a bully definitely towards other people. But then it's
like, ‘oh, I’m a major one to myself’.” She later reported, “My bully is definitely strong at times
and it can be so much more than just how I see my body. That bully is an evil bitch!” Likewise,
Slone stated:
I think the most helpful thing I took away from this week was viewing how I would
respond to someone else (either if they were in my place, or they had a different shame
experience), [and] the realization that true compassion extends way deeper than a simple,
‘it’s okay’ or passive statements.
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The framework provided in the self-compassion lesson helped co-researchers identify their lack
of self-compassion in a way that did not instigate more shame and provided them with strategies
to challenge their internal critic. Supported by these strategies, they were more open to
identifying and accepting their core needs.
Needs. In CAPG-E there is a psychoeducational emphasis on recognizing and meeting
one’s emotional needs in self-compassionate, developmentally appropriate, and healthy ways.
Co-researchers developed openness and acceptance to love, acceptance, and belonging as
genuine human needs, a concept they reported was challenging but incredibly meaningful. One
co-researcher shared:
The point about needs being ‘buried alive’ resonated so much with me. Like, the
immediate need may not be right at the surface, but it still comes out in other ways that
we may not even realize (kind of like discovering the core thought behind a surface-level
distressing thought). They go unmet and may no longer be visible for what they are, but
they still impact us and affect how we engage with ourselves and the world around us.
Sloane shared that “continuing to remember that love, protection, honoring, truth-based
mentoring, validation and rest/refreshment/play are all needs—non-negotiable—is something to
constantly work at.” Eating disorders often involve the denial of food, a basic human need. For
this population, beginning to recognize and accept needs that had previously been ignored was
particularly meaningful. As they recognized that interpersonal support is a human need, they
became more willing to seek such support.
Interpersonal Support. Psychoeducation in CAPG-E includes learning to accept and
understand the human need to experience authentic connection and mutual support. The role of
engaging in interpersonal support in order to combat fear, shame, and eating disorder
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symptomatology was identified as being both challenging and meaningful for several coresearchers. Anna wrote in a weekly reflection:
I completely see how the connection to others can help with the shame/fear. I also know
that different people can be that connection at different times. I see when the connection
is gone, how quickly the [eating disorder] behaviors can start.
Another co-researcher identified how to engage with interpersonal support:
The point about just knowing and remembering the important people who are there for us
in our difficult moments, even if we aren’t necessarily able to physically be with them
struck me. Just knowing there is someone in your life you can be honest with is a relief…
it’s a comfort to know for certain that there’s at least someone in my life I can be real
with—even if they cannot be in the present moment with me.
By recognizing the necessity of interpersonal support, co-researchers learned how to meet their
needs more effectively. Interpersonal support also provided safety and support to understand and
challenge constructs that strengthen the eating disorder, such as food rules.
Food Rules. ‘Food rules’ is the term utilized in CAPG-E to describe conscious or
unconscious guidelines or mandates individuals follow regarding their relationship with food and
eating habits. The CAPG-E protocol explores the role of food rules as they pertain to fear and
shame; co-researchers identified that they experienced this lesson in a meaningful way. Martha
reported, “I knew I had food rules, and that they were bad, but I had no clue how to ‘do better.’”
Sloane identified the applicability of this information, despite knowing that the root of an eating
disorder is not associated with food itself:
I am glad we started specifically relating our shame and struggles to some of our
disordered eating behaviors, as that is something that is hard for me to verbalize since I

108
do experience a lot of shame regarding my struggles with food. I mean, I know it’s not
about the food, but directly putting some light on it—the things I usually keep dark—is
helpful.
Despite the challenges associated with normalizing eating, challenging food rules, and
adjusting to healthier behaviors, one co-researcher clearly stated the value of doing this work in
order to recover: “If starting to [eat] is something that can help me eventually start trusting my
body instead of managing it, that is a much more positive direction than my usual coping
mechanisms.” Because food rules are often unconscious and left unchallenged by individuals
with eating disorders, co-researchers’ ability to identify, challenge, and shift food rules is
significant. Understanding these concepts allowed co-researchers to further explore their core
identity apart from food rules.
Core Self. Since many individuals with eating disorders begin to identify with the
disorder and/or believe that their primary identity is tied to their ED, psychoeducation in CAPGE emphasized identity development apart from the ED. It was both challenging and meaningful
for co-researchers to process concepts regarding the core self. As one co-researcher reported,
“the entire theme of this session was so helpful. I have a difficult time even knowing where to
begin discovering my core self when I’m so used to viewing my ED self as my core self.” Ann
processed a similar tension during the group session, saying:
And even just that term, healthy self- like, what? Because… It feels like the eating
disorder is your true identity, and it's so hard to be kind to it while you try to separate
yourself from it… and then it's just very difficult to find your core self.
Summer stated, “I wouldn't expect you to say it in any other way, but I liked how you
said that working to heal the eating disorder self is not to, like get rid of it. That’s very
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important.” This comment opened dialogue about a goal in recovery being to integrate all parts
of the self, not to fuel hatred toward one part (in this case, the ‘ED self’) and helped Summer
identify progress she made in her recovery.
Receiving psychoeducation on the core self in a group setting was more helpful than in
an individual setting, because it allowed for connection with others and provided an environment
for co-researchers to discuss the concept without increasing shame. Information processed during
the psychoeducational portion of group sessions was integrated through engaging with creativitybased activities. Participants also reported pertinent feedback about the psychoeducation portions
focusing on the topics of shame and vulnerability. These findings are reported under Research
Question 2.
Activities
Co-researchers provided rich feedback regarding how they experienced activities as
meaningful and helpful. The impact of using arts-based interventions is explored, followed by
findings regarding the Safe Place, Safe Places with Others, Anchoring, Core Self Depiction,
EPMAT, and Maintenance Plan activities.
General Art. One of the primary features of CAPG-E is the creative and arts-based
interventions. The creative and arts-based approach to this group protocol was a new treatment
experience for several co-researchers. While art was initially the source of some intimidation or
uncertainty, it became a powerful outlet for co-researchers to process fear and shame, experience
embodiment, and self-regulate. Sloane described the impact of this:
Artistic application also helps me retain information and emotionally process things on a
deeper level. Being in a group where this is encouraged and facilitated and not just an
aspect of my own personal note taking was so beneficial. It gave me a place to start in
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terms of being creative to process my own experiences. If I was part of a discussion like
the ones we had, and then told to go depict my experiences, I would have no idea what I
was doing and no confidence to try. I usually process through writing, but this [group]
enabled me to even use words in a more colorful (literally) and creative way.
She added, “Sometimes, putting things only into words (through journaling, etc.), is
overwhelming. Being able to draw and put things to life on a page helps the life those things
have in my mind become a little less heavy.”
Grace reported that her experience with arts-based interventions transformed throughout
the course of this study. She reported hesitation about arts-based interventions during her
screening meeting, and after the first group session she reported, “Drawing just as an activity is
stressful to me because I never know what to draw.” However, about halfway through the group
she noted a shift and stated, “Drawing or coloring have actually been a really weird, helpful
outlet for me ever since this group. I have discovered that drawing is a very stress relieving
outlet.” On her final evaluation form she stated:
I also have found a love for drawing. It helps calm me and help me feel safe, and it is
something that I now have at the top of my list for when I’m anxious. The peace I find in
that creative outlet is amazing.
Using arts-based interventions allowed co-researchers to explore their experiences in a more
comprehensive manner while providing a new coping skill. The Safe Place intervention provided
a foundation for artistic processing.
Safe Place. In the Safe Place intervention co-researchers visualized depicted a place
where they feel calm, safe, and at peace. The Safe Place intervention was foundational within the
CAPG-E protocol, helping co-researchers anchor throughout the whole group process. Overall,
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co-researchers reported that the Safe Place activity initially felt intimidating but was helpful. As
Grace shared:
Depicting our safe place felt scary and overwhelming at first thought. Sandra was helpful
to remind us it wasn’t about a perfect drawing. I had never done anything like this before
but found that the process of drawing really helped me ‘get there.’ It’s something that I
have been able to use many times since to find peace and safety.
She also stated, “It was surprisingly calming. It helped me block out all of the noise and just be
present with what I was doing, and really focus in on being in that safe place.” Other coresearchers reported that depicting the safe place helped reduce external and internal “noise.”
Anna noted, “I also feel like all extra noise gets tuned out,” while Ann reflected, “I also enjoyed
the safe place depiction – I think it really does help center me when I really focus on it.”
The value of the Safe Place activity was summarized helpfully by Summer when she
noted, “I can always access tools to promote peace through imagination/safe place/picturing
love. I’ll hold onto these by continued practice.” Co-researchers acquired a tool for grounding
and establishing safety, invaluable for them in a recovery process which can often feel
overwhelming and unsafe. Adding interpersonal support persons into the Safe Place furthered the
impact of the intervention.
Safe Place with Loving, Protective Person(s). During this activity, co-researchers
depicted themselves within their safe place and included other individuals, figures, and animals
who offer unconditional support and care for them in their safe place. They reported that the
activity felt challenging but resulted in meaningful realizations. Grace reported:
Trying to imagine being in the presence of a safe person and feeling loved felt hard. I had
tried this one time before and couldn’t think of someone, and that led to more shame…
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something that really helped me better understand and be able to think about who was
safe was when [the leader] mentioned that this person didn’t have to be perfect, and
might not always say the right things, but just that you felt safe and loved with them. That
helped me a lot. I was able to identify 3 people: Jesus, my Dad, and my best friend. Each
of those came with slightly different feelings, like my Dad brought the most sense of
safety, but Jesus brought more feelings of love and acceptance. This activity helped
remove the shame that said I wasn’t worthy to have those sorts of people in my life.
Martha’s insight deepened as she identified discrepancies between her self-perception and how
she is perceived by others:
When I participated in this, I envisioned my husband, and my babies (pets) in my safe
space with me. I felt like I could get a sense of how they viewed me if I was them, but I
also feel like it made me confused as to the difference between the way I wanted them to
love me, and how I in myself actually loved me… I felt like I couldn’t quite grasp how to
translate others’ love into self-love… But after we engaged in the activity, I realized: my
husband, my best friend, would NEVER treat me [how I treat myself]. They would never
shame me for struggling to access compassion for myself. Instead, they would gently
guide me toward peace and love. They would never make me feel bad about myself for
struggling to demonstrate kindness toward myself.
Several co-researchers utilized creativity in their depictions. Ann depicted herself as a
“little kid,” reporting that she feels like a child when she feels safe, and Martha depicted herself
and her family as sea creatures including mermaids and dolphins, citing her enjoyment of the
water. Co-researchers also recognized that they can use this activity to access interpersonal
support even when not physically with the supportive other(s); Sloane reflected, “It’s a comfort
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to know for certain that there’s at least someone in my life I can be real with—even if they
cannot be in the present moment with me.” Co-researchers reported that they often have
difficulty engaging in interpersonal support, but that this activity provided them with insight
about the value of interpersonal support while providing a means for engagement with others.
Practicing Anchoring activities provided additional avenues for grounding.
Anchoring. In the first session co-researchers practiced various anchoring techniques to
promote self-regulation. Both deep breathing and progressive muscle relaxation activities were
meaningful and helpful.
Deep Breathing. Diaphragmatic breathing interventions are taught in CAPG-E. Ann
reported having a pre-existing dislike of deep breathing activities. She stated, “I don’t like
breathing exercises. I breathe on my own anyway, why do I have to breathe louder and weirder.”
However, she reported increased insight about the role of deep breathing following this
intervention: “I know it’s important to get blood flowing and activate the parasympathetic
nervous system.” Likewise, Sloane identified a shift in her thinking patterns following this
activity. She reported, “I feel like instead of thoughts just like flying everywhere, they were at
least a little bit more localized, you know, to the same vicinity.” Deep breathing interventions
helped co-researchers practice self-regulation and gentle re-connection to an awareness of their
bodies. The progressive muscle relaxation activity furthered this experience of embodied selfregulation.
Progressive Muscle Relaxation. During progressive muscle relaxation (PMR), coresearchers focused on tightening and releasing individual muscle groups. Because coresearchers reported feeling distressed about their appearance while practicing anchoring
activities, they engaged in PMR while laying down on yoga mats instead of sitting in a circle.
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They reported PMR was helpful for grounding and anchoring in the present moment. Sloane
stated:
Practically speaking, the progressive muscle relaxation helps me a lot because I don’t feel
like I’m necessarily trying to love or accept myself in that moment—I’m just trying to
slow down and release tension so I can move forward more clearly.
She further reported increased somatic awareness, saying “I feel like [PMR] makes me more
aware. I can know that I'm tense because I just usually am, but thinking about one specific point,
and then relaxing, and then coming back to it… it makes me more aware.” Grace shared:
The deep breathing and muscle relaxation exercises were both very helpful and calming
for me. I walked into group very anxious that day, and it was nice to see that even if it
was just for a few minutes, I could calm my body.
PMR provided a means for co-researchers to increase somatic awareness while practicing selfregulation. The intervention connected the cognitive awareness with experiential knowledge
about self-regulation. Using these anchoring activities provided co-researchers with safety and
awareness to explore their core selves.
Core Self Depiction. In the Core Self Depiction intervention co-researchers identified
and depicted aspects of their personality using a list of prompts as a guide. According to coresearchers, the Core Self Depiction was one of the most valuable interventions in the CAPG-E
group. Ann reported that this activity provided access to self-compassion and self-kindness that
had previously been inaccessible to her:
Even though the concept of “core self” still can be ambiguous and unattainable to me, I
actually really enjoyed the creative portion of this session. I was honestly blown away
that I was able to come up with all those descriptors for myself, and I actually felt pretty
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amazing about myself for a minute there. It was wonderful and refreshing to recognize
the things about myself that are positive (again, the core self cheat sheet was SUPER
helpful – I don’t think I could have done it without that). The whole exercise really gave
me hope that my core self can become louder than ED one day… I was so excited to
realize that these are all parts of myself that I actually like, no matter how small they
were. Honestly a breakthrough in a way.
She shared her depiction of this activity.
Figure 4.2
Ann’s Core Self Depiction

Grace shared her experience:
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Trying to figure out who my core self was very intimidating. I wasn’t sure I knew, and I
wasn’t sure there was anything good… With the help of the handout I was better able to
think about who my core self was, and what really mattered. This activity was life giving
for me. It helped me remember that I have values and passions, and gifts. It really helped
me to be able to identify the gifts I had rather than feeling like I was useless, and
drawing/writing those things helped them stick in my mind better. When the voice of fear
and shame voice take over, I go back to the things on that page. The reasons I live, the
people I love, the gifts that I have to offer to others.
Summer identified the positive impact of this intervention in her feedback form:
This activity was centering, encouraging and inspired peace and knowing and trust within
me… I feel that looking back on this activity will be extremely helpful because I made it
in a healthy, loving state of mind, it’s pretty to look at, and it gives me peace because of
the connection I felt with my core self when I made it. When I look at [my core self
depiction], I am reminded of who I truly am, which gives me peace and quiets some of
the rules about who I’m ‘supposed to be.’
Summer also chose to share the depiction of her core self.
Figure 4.3
Summer’s Core Self Depiction
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This intervention provided a structured and supported way in which co-researchers could
explore positive aspects of their core self without finding identity in their eating disorders. They
were surprised by the positivity, peace, and self-kindness they experienced during this activity.
Co-researchers also experienced peace and positivity when utilizing the Embodied Present
Moment Awareness Tool.
Embodied Present Moment Awareness Tool (EPMAT). This guided visualization
prompted co-researchers to see loving-kindness and compassion as a color gently moving
through their bodies. Similar to their experiences with other activities, co-researchers reported
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having some initial difficulty engaging with this intervention but eventually found it helpful. One
co-researcher noted:
This was helpful, and I was able to connect with it a little bit. Learning how to make
these kinds of exercises realistic—where I can insert real situations or people or try and
identify things I actually view as ‘positive’—is difficult, but I can usually find some way
to get there.
Summer described her experience in this way:
Picturing love as a color flowing through me while being in my safe place was
indescribably helpful. It is meaningful that I can access this tool anytime, anywhere,
because all it requires is for me to pause, breathe, and picture this image.
Ann, who reported having difficulty engaging in previous deep breathing activities,
shared, “As always, I don’t super love breathing exercises…but I loved the idea of imaging
filling my body with a color to help myself calm down and relax. I think that helped.” During
group processing she reported visualizing this process as “reverse vaping,” a concept that
brought laughter to the group and helped others deepen their experience with this activity. The
EPMAT provided co-researchers with a practical strategy for grounding and introducing
lovingkindness to their bodies. In the final session, they were prepared to create a personal
maintenance plan.
Maintenance Plan. After reviewing the CAPG-E psychoeducation curriculum during the
final CAPG-E session, co-researchers developed a plan for maintaining therapeutic gains. They
reported that the review and maintenance plan interventions were useful in consolidating the
group components and process. For example, Sloane described:
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It was really helpful to summarize and see an overview of the places we had ‘been’ in the
last 8 weeks. I can easily take in new information, but retaining it is difficult, so
reviewing some of the different exercises we did—both through art or through breathing
techniques—was something I was glad for… I can look back on past handouts, my
sketchbook, or draw new things in the sketchbook to continue to help me process and
reflect on other struggles or difficulties in my life. Doing so can help me hold on to what
I experienced in group.
Martha also reported having a positive experience with this intervention, and identified how it
can aid her in seeking social support:
I absolutely loved the recap. I’ve shared it with several people in my life I trust who I
know want to understand my eating disorder. Also, from a scholarly perspective, this was
an amazing summary of what I’ve experienced in the group. I want to print and save this
forever.
Developing a maintenance plan and processing these plans as a group prompted co-researchers
to consider how to maintain and continue their therapeutic gains after the final group session.
They identified practical strategies to continue developing a shame-free life. The review and
maintenance plan prompted the co-researchers to synthesize the information, interventions, and
process of the group and to consider ways to continue their therapeutic work.
Feedback regarding CAPG-E’s additional creative arts interventions, including the Creative
Exposure Intervention, Creative Self-Compassion Tool, and the Shame Narrative, are explicated
in the findings for Research Question 2. Feedback regarding the Body Awareness Intervention is
included in the findings for Research Question 3.
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Co-researchers’ Descriptions of the Process of CAPG-E
Helpful and meaningful themes regarding the process of CAPG-E were identified within
three categories. The first category was the group process, including experiencing sub-themes
connection, self-compassion, vulnerability, safety, and diversity. The second category pertains to
the sense of self; sub-themes included uncertainty and self-doubt, self-awareness, identity
development, and finding voice. The third category is the impact of the group leader, including
personhood and flexibility. In addition to these three categories, the role that humor played in the
CAPG-E experience is also explored. Group dynamics contributed to the CAPG-E process in a
significant way.
Figure 4.4
Process Themes and Subthemes Regarding Research Question One
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Group Process
All co-researchers provided substantial feedback regarding the group process, including
group dynamics and the experience of being a group member. Engaging in the group process was
a primary theme that co-researchers identified as helpful and meaningful in CAPG-E. A subtheme within this theme included experiencing connection, which was experienced through
decreased isolation, feeling seen, being part of a community, and increased understanding.
Additional sub-themes included the impact of the group process on increasing self-compassion,
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practicing vulnerability, experiencing safety, and diversity within the group. Feeling connected
to others was helpful and meaningful for all co-researchers.
Connection. Feeling connected to others and therefore less alone was identified as one of
the most meaningful aspect of participating in CAPG-E. The impact of connection was
experienced through decreased feelings of isolation, feeling safe and seen by others, being part of
a community, developing increased understanding, and connecting through having a shared
struggle. Feeling less isolated was impactful for co-researchers.
Decreased Isolation. Experiencing connection with others and thereby feeling less
isolated was identified as one of the most meaningful aspects of this group throughout the course
of the study. The ways decreased isolation specifically impacted fear and shame is explicated
more fully in Research Question 2. Decreased isolation also impacted additional emotions and
states, as Grace noted:
One of the most important things for me in this group was to see—pretty much for the
first time in my life—that I was truly not the only one with my experience/struggle.
Knowing and experiencing that you are not alone are two different things… It’s very
helpful and encouraging just to hear that I'm not the only one struggling. I feel like there's
a lot of shame involved with feeling like I shouldn't be struggling with this, and I’m
really only one who has the issues. So, it's kind of helpful to realize, no, I'm not the only
one struggling.
Grace later noted her experience of increased hope through decreased isolation, saying “hearing
everyone open up and share really hard things made me feel safe in sharing, and not alone. I felt
less hopeless, and less broken.” Martha also shared that she “felt like it was so helpful to share
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my experiences and feel like I was not alone.” All co-researchers reported feeling more
connected, hopeful and seen by others through decreased isolation.
Feeling Seen and Heard. Co-researchers identified feeling seen and heard in the group.
For example, Ann said, “It was incredible to truly not feel alone and feel heard and valued. I
really don’t have words for how much this meant to me.” Martha reported, “Overall, being able
to see other women, and know they were there for me and I truly loved them meant more than
anything to me.” Grace’s reflection about feeling seen and heard included “listening to others
share helped me to be able to share and feel safe and supported… it’s helpful for me to hear
other people share because I feel less alone in the things I’m struggling with.”
Co-researchers identified feeling validated, known, and understood, enabling them to engage in
social support and experience improved self-worth. Feeling seen and heard provided coresearchers with safety to explore identity and past experiences as a valued member of a
community.
Being Part of a Community. Healthy community can foster a sense of safety, connection,
comfort, and understanding. All co-researchers in this study reported that one of the most
powerful aspects of CAPG-E was the development of community. Martha articulated the value
of this:
I have never found a community of women so diverse, yet so committed to one another,
and concerned with one another’s wellness… we have all come to value one another. I
truly feel like the connections we made were genuine and are very special to me. The
community I found is invaluable to me and has been so helpful as I process my shame
tendencies and patterns.
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Martha wrote a poem about each co-researcher and identified an embodied characteristic in each
person in order to honor each group member’s part in the community:
Anna (Bravery)
I see the bravery
Dance along the planes of your cheeks.
You beam light and kindness
Cut by ferocity I could
Never reach.
So you continue to
Shift, and challenge, and you
Never fail to love us so well.
I will never forget you teaching me
What it is to be bold.
Grace (Thoughtfulness)
You think before you speak,
With careful laughs and
Folded hands.
You knot your hands in
Depths of commitment I can see.
Vines creep from your fingers and
Wrap around us, a cocoon of steadiness.
I want to brace you with contraptions
So you feel as safe as I do.
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Grace described the life-giving element of being part of this community when she shared the
hope ignited within her through community: “I walked in [to a CAPG-E session] feeling very
depressed and alone. I didn’t really want to be there. As we talked, I felt like I was able to open
up and come alive again.” Ann described how the impact of the group community allowed her to
receive encouragement and offer support to others:
I feel I always need a group like this in my life. It helps me not feel alone and have a safe
place with Sandra’s guidance to really discuss struggles and questions. I’ve longed for a
group like this for years, and I’m just blown away and so grateful to finally have it. I also
love being a part of encouraging others through this. I want to be able to share what I’ve
learned while continuing to learn from others. It’s an absolute must in my life for me
now.
Being a valued member of a community strengthened co-researchers’ sense of support
and care for themselves and for others. They drew hope from one another. By seeing gifts in
others, they started to also see gifts in themselves. Connecting in community helped coresearchers gain insight about themselves and the concepts taught in CAPG-E.
Increased Understanding. Co-researchers reported that through connection with one
another, their understanding of concepts pertaining to CAPG-E grew deeper. For example,
Sloane shared:
I’m learning more and more what compassion looks like/how it feels to experience it
when I or one of the other girls shares something and then we listen to everyone’s
different responses… being able to share this experience with the other girls in the group
helped me understand helpful ways to respond when others are sharing their story.
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Similarly, Grace reported that she “struggled to understand what feeling ‘at home’ in our bodies
meant but listening to others in the group helped me understand a little better, and that again it
had nothing to do with how I feel my body looks.” Grace further shared that the group
connection:
helped me understand some things better and helped me feel less isolated. I really got
stuck in the [thinking pattern of] why did you do this?’ Like you have logic in your head,
right? You’re not stupid. I like to be logical, eating disorders are not logical, like,
obviously, just do the right thing. And I'm not sure that I believed any different until this
group and actually listening to other people and I realized, oh, I'm not the only one. And
maybe I wasn't just stupid.
Co-researchers within this population tend to be highly intellectual yet struggle to
internalize information on a deeper level (Giordano, 2012; Kwee & Launeanu, 2019).
Connection with one another in the group increased co-researchers’ experiential understanding
of concepts, allowing them to receive compassion not only from others but also from themselves.
Self-Compassion. Although self-compassion was taught in the psychoeducational
portion of CAPG-E, co-researchers reported that it was engagement in the group process that
allowed their capacity for self-compassion to increase. One co-researcher demonstrated this as
she reported her most valuable takeaway from CAPG-E:
I learned that I’m not alone, I’m not the only one who is struggling, and it’s not just a
character flaw in me that I struggle with an eating disorder… I have really struggled with
really hating myself for the struggle, and just feeling like I am weak because of it… but
as I looked around the room and realized that there are a bunch of wonderful people
sitting here who are all struggling- it was very helpful.
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Co-researchers’ ability to identify and believe self-compassionate responses expanded as they
extended compassion to one another. For example, Sloane shared, “Really thinking about how I
would respond to someone from the group regarding their shame experience and then trying to
understand and accept that I am worthy of the same response towards myself is something I can
continue to apply.” Engaging with others in the group and having genuine compassion for others
strengthened co-researchers’ ability to access self-compassion, honesty, and vulnerability.
Vulnerability. According to co-researchers, vulnerability within the group process
provided meaningful encounters. Anna shared, “I see how important it is to be vulnerable with
people to calm the shame storm… I will continue to open up to certain people to be able to share
things instead of letting shame take root.” Grace reported, “The vulnerability helped shut out the
voice of fear and shame.” Others identified benefits of vulnerable interactions; Ann recognized
that “vulnerability truly breeds compassion and openness” while Summer noted, “our
authenticity sparked a cycle of supported vulnerability each time we processed.” These coresearchers had positive experiences practicing vulnerability in a safe community, helping them
recognize the power of vulnerability in other realms of their lives. Vulnerability contributed to
the development of safety, another impactful aspect of CAPG-E.
Safety. Throughout the course of CAPG-E, co-researchers continuously noted feeling
safe. Responses to the weekly prompt “How safe did you feel to share with our group today?”
consistently included reports of feeling safe. For example, Grace shared, “I felt very safe in
sharing. I’m able to share and feel safe about sharing a lot more than I thought I would.” Sloane
said, “I felt safe to share. I think just the continued affirmation that all feelings and emotions are
welcome is always helpful.” Summer further elaborated on factors that contributed to safety in
response to being asked how safe she felt in a session, writing “VERY SAFE. Not feeling I had
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to restrain my vocabulary and being able to use language (cursing) after asking if everyone was
OK with that was so freeing!” Martha reported that structure contributed to safety, reporting “as
someone who struggles with being honest in group settings and being vulnerable, I can honestly
say the structure has significantly contributed to my ability to feel safe.” In addition to group
discussions, co-researchers reported that moments of silence also provided comfort. As Sloane
described, “it’s also just comforting to me to sit quietly with everyone and be able to think and
know I’m safe to do so.” Throughout the CAPG-E group process, the group leader established
and maintained safety by reinforcing vulnerability, openness, and genuineness, enabling coresearchers to engage honestly with the group.
Honesty. Feeling safe to share honestly, and hearing honest feedback from others was a
meaningful process within CAPG-E. Sloane shared:
I appreciate everyone’s willingness to actually say how they’re feeling—like no one’s
afraid to say the negative things, and it’s just nice to not have to be positive or give the
general ‘I’m fine’ answer… I also appreciate just being in a space where we can say the
hard things, and it doesn’t have to be met with “but it’ll be okay!” We can just
acknowledge that things are hard and hear and speak into each other’s experiences.
Likewise, Grace noted, “I was encouraged to know I’m not the only one struggling and
was inspired by others’ bravery to be honest.” Knowing that honesty was embraced and
welcomed in CAPG-E allowed co-researchers to engage in the difficult process of unrooting
shame as they each worked through their recovery process. The diversity represented in the
group furthered each co-researcher’s recovery journey as they connected with and learned from
others.
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Diversity. Co-researchers noted that diversity among the group members was a helpful
and meaningful aspect of CAPG-E. The group was diverse in ethnic background, sexuality, age,
profession, history, and diagnosis, as well as in personality, perspective, and attitude. The
diversity allowed for rich discussion, multiple viewpoints, and experiences of deep connection.
The group’s diversity allowed for a variety of perspectives and experiences and demonstrated
that genuine connection and community can develop among heterogenous groups. Sloane noted:
I appreciated the diversity among the group members concerning backgrounds,
experiences, and perspectives. We are all dealing with shame, but everyone was
respectful of the difficulties another may be facing, even if our experiences or struggles
were not exactly the same. We could relate to the content at the root of the difficulty—
usually shame—and it was encouraging and reassuring to hear everyone’s thoughts,
perspectives or compassionate responses. I also really appreciated the ways we were able
to relate to one another, even in the midst of our different situations, perspectives or life
circumstances… I’m learning to appreciate that we all have our own stories, and some of
us can relate because we either have been or are in the same place and can share
encouragement, or we have experienced something different, so we can speak from a
different perspective. Being able to see a similar struggle to mine put into a different light
is always an interesting perspective.
Similarly, Ann drew comfort from identifying both similarities and differences within the group,
stating “even though we all have completely different stories and experiences, the way we think
is basically identical. That's still crazy to me, but it’s very uniting and very affirming and
comforting.”
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Diversity regarding the types of eating disorders represented in the group was also
meaningful for co-researchers. As Anna stated, “I didn't know how well I would vibe because
sometimes the differences in eating disorders [impact connection], but… I almost forgot that
eating disorders are what we all had in common.” She elaborated further, “I have really enjoyed
getting to know this group of women. I liked that it didn't matter the type of eating disorder we
had because we all have so much in common.”
The impact of the group process included meaningful connection with others. Coresearchers reported that in addition to these interpersonal themes, other themes contributed to
the development of their sense of self.
Sense of Self
The CAPG-E group process allowed for intrapersonal development as well as
interpersonal development. Co-researchers’ sense of self developed through increased selfawareness, positive identity development, and finding their voices.
Self-Awareness. Co-researchers identified increased self-awareness as a valuable and
meaningful process in CAPG-E. Self-awareness occurred as co-researchers became more
mindful, attentive to, and conscious of themselves. For example, Sloane developed awareness of
how she uses ED behaviors to self-regulate:
Using eating disorder behaviors in connection with shame experiences is/was often the
only thing I knew to turn to because it was consistent (we need to eat throughout the day,
so that provided many opportunities to be in my “faux window of tolerance”), and I was
not aware of any other coping skills or that I needed them (because I accepted things for
what they were/didn’t question or follow my feelings). Also, ED behaviors in response to
shame just seems fitting because—though I consciously recognize it or not—food
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restriction is a way to punish myself for the shame I feel. It’s not about the food; it’s
about the shame and ensuing punishment—which, because it is accessible and sometimes
more “acceptable” or less-noticeable, becomes the food.
Others including Anna reported increased self-awareness regarding needs, stating “I feel like for
me most of my needs are "buried alive" and it can be difficult to learn how to advocate to have
these needs met. I am starting to learn how to meet these needs on my own as much as possible.”
Another co-researcher expressed similar awareness, stating that “the point about shame being
‘buried alive’ stuck with me from this week because it is so true. I feel the underlying effect of
buried shame every day—even if I do not realize it.”
Additionally, co-researchers developed increased awareness regarding how to access
support from others. Summer noted, “I can always be authentic even if I don’t yet feel safe to be
vulnerable [with others], and I can always access tools to promote peace through
imagination/safe place/picturing love.” Martha identified that she knows herself best, stating
“what I realized was that… a lot of the times what people give me in that moment [of activation]
actually isn't what makes me feel better… they don't know my needs as well as I know my
needs.” Through this realization, she identified what she does need from others and
communicated this to members of her support system. Another co-researcher summarized the
impact of increased self-awareness on her sense of self by writing, “I became more aware of
disconnection from my body; I realized the power of my body and mind together to regulate self;
I realized disconnection is an attempt at protection that is unhelpful to me.” As co-researchers’
self-awareness increased, they could more effectively explore identity development apart from
the stories of shame and eating disorders.
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Identity Development. Identity development involves the growth of a person into their
own unique personhood. Identity development is arrested in people with EDs when it becomes
intertwined with one’s weight and/or body shape. The process of CAPG-E allowed coresearchers to explore and value aspects of their true identity outside of the eating disorder. For
example, Martha reflected on how her sense of identity transformed throughout the CAPG-E
process:
Sometimes, when I look at my life, it seems like a big clusterf**k of shame. But when I
looked at what I value, what I love, and ultimately, who I am, I think it helped me realize
I am worthy of help. I am not a mess of shame, I am a beautiful, strong woman who loves
the Lord, loves her body, her friends, her mind, her style, and so much more.
Sloane also shared a shift in her sense of identity that occurred “by simply beginning to try
identifying and trusting the good I—or others—see in me.” Likewise, another co-researcher
expressed her increased sense of identity when she shared, “I feel like I know who I am [now].”
These reflections demonstrate the transformation from feeling attached to negative self-beliefs to
viewing oneself in a compassionate and empowering way. As co-researchers explored aspects of
their identity, they also began to find their voices.
Voice. Using one’s voice to express views, preferences, and boundaries is a powerful
process often lost in the throes of an eating disorder. Several co-researchers identified their
voices at various points in this group process, and at times felt empowered to share with the
group and with others outside of group. One co-researcher shared her experience of finding her
voice during recovery:
In my recovery there was a distinct moment when I had to say “f**k ED [Eating
Disorder]” to my eating disorder. And I was so angry. I had to put that anger… on the
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disorder. I definitely needed a time of taking a machete [so to speak] to the eating
disorder. And it was very empowering, screaming that at the sky.
Summer reported feeling empowered to use her voice in the midst of hearing “diet
culture” and sociocultural messages about female bodies, and noting the associated tension:
And now I say to all of the diet culture and society, “Oh, you want me to shrink? Well,
hahaha, not today!”… I'm so angry at society and at people in my life, even if I'm not
angry at them. For example, my mom who I adore- I'm not angry at her. But I'm angry
about these things that happened, that she had an influence in. And it's so weird to hold
all of that at one time.
The topic of diet culture seemed to ignite several co-researchers as they started to
challenge long-held beliefs and speak up about cultural expectations. One co-researcher stated,
“It's so cool that change can happen. And that we aren't powerless with this. It's like and now we
have all this information. We don't like have to keep it inside.” Summer found her voice in a
powerful way after hearing others share the stories of how their shame took root. She said
tearfully to her peers:
Every time I see people like you all - and myself - it makes me want to scream at people
like, “Who told you that you aren’t beautiful?!” Myself included. It’s a lot of people, you
know, it's just little messages here and there, but I just want to scream at everyone like,
“You are beautiful! You are enough!” and then scream at the other people and say, “How
could you do this to these beautiful people?!”
While speaking up on behalf of others, she included herself, illustrating the power of claiming
her voice and perspective. Co-researchers shared that their sense of self was impacted through
the processes of increased self-awareness, identity development, and finding voice. In addition to
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the group process and their internal work, co-researchers shared that the role of the leader also
impacted their experiences in CAPG-E.
Leader
Co-researchers identified aspects of the group leader and leadership style that were
helpful and meaningful. The primary themes that emerged regarding the role of the leader in the
CAPG-E study were the personhood of the leader and the leader’s flexibility and openness to
feedback.
Personhood. Co-researchers identified gentle guidance and establishment of safety
through attunement as aspects of the leader’s personality and demeanor that were helpful. For
example, Martha shared:
Sandra was the best group leader I could have hoped for. I am extremely introverted, and
very reserved when I’m uncomfortable with people I don’t know. Sandra has a gift for
picking up on people’s cues, and gently guiding the conversation based on the tone of the
group and the signs people in the group are communicating.
Sloane provided similar feedback:
Sandra’s gentle and confident personality set a safe tone for the group—particularly in
the first few weeks when everything and everyone was new to each other. It was evident
that she was leading the group, but it never felt like a class or a lecture. She encouraged
and facilitated discussion among everyone, and there was always space to say or express
something you felt you needed to.
When leading a group focusing on challenging shame and fear while increasing embodiment
during eating disorder recovery, the leader sets the tone for the group and models appropriate
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interaction. Providing safety opens the door for deeper connection. One group member shared
with the group:
And there's been many moments when I like walk out of therapy with Sandra or [my
dietitian], and I'm like, I feel like those are the two people in the world who truly
understand me, more so than my own family.
The personhood of the leader provided understanding that allowed for increased safety and
comfort within the group. In addition to valuing the leader’s personhood, co-researchers reported
valuing the flexible and open stance toward feedback from co-researchers as also a meaningful
aspect of group leadership.
Welcoming Flexibility and Feedback. All co-researchers reported that having a flexible
leader who welcomed feedback was a helpful and meaningful aspect of CAPG-E. Sloane shared:
She [Sandra] was adept at keeping us on track and was clear in the lesson flow and
structure—I never felt rushed or that any contribution anyone made was not relevant… if
I had difficulty or fear of applying the concepts to my own personal experience, I always
felt there was room to safely express that to her/the group or ask for clarification in that
area as well.
Summer further emphasized the importance of CAPG-E leaders remaining flexible:
Thank you for always giving us extra time to process or discuss different things even if it
put us behind timewise. It was very regulating and made me feel very safe to be able to
bring up anything that came to mind that was distressing or hard as a result of the
discussion/activity, even if it seemed unrelated at first.
When the leader set a tone of welcoming feedback and maintaining a flexible stance toward the
structure and schedule of the session, group members experienced increased safety to ask for
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what they needed. Additionally, they followed the model of being open and flexible toward one
another’s needs. Throughout the process of CAPG-E, humor provided an additional layer of
flexibility and safety.
Humor
As the group grew in depth and comfort with one another, humor played a powerful role
in creating and maintaining community in the group. All co-researchers and the group leader
used humor throughout the process of CAPG-E. Humor helped balance the difficulty associated
with exploring shame and fear with some lightheartedness. The group leader used humor when it
was believed to be therapeutically beneficial, and co-researchers began to use humor throughout
the group sessions too. The use of humor allowed for breaks from the intensity of the group
without becoming a distraction from processing. Martha appreciated the use of humor, stating
that “Sandra is truly amazing at mixing lightheartedness, with genuine love and compassion, to
ease tension.” Humor was at times directed at the group leader, such as when one co-researcher
said, “I really don’t actually mind when you do that, I just like to give you crap about it,” making
the rest of the group laugh. When the group leader stated she was going to share a quote by
author Brené Brown, one co-researcher said “as usual” while laughing. At other times, the coresearchers joked with each another.
Co-researchers in this group did not use humor as a distraction, but rather as a method for
deepening connection. While they made occasional jokes to bring lightheartedness into intense
moments, they demonstrated ongoing engagement and an ability to return to the topic at hand.
Humor contributed to the development of connection and community in the group dynamic and
helped pace the intensity of the group.
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Co-researchers identified that the processes of the group dynamic, personal growth,
leadership style, and humor were meaningful and helpful aspects in CAPG-E. The findings
regarding research question one explored how co-researchers experienced the components and
process of the group protocol. The second research question explores how co-researchers’
experiences of fear and shame were impacted by the CAPG-E.
Research Question Two: Themes Related to the Impact of CAPG-E Components and
Process in Experiencing Shame and Fear
The second research question asks, “How do participants describe their experiences of
the components and process of CAPG-E in monitoring, tolerating, and modifying fear and
shame?” First, the impact of the psychoeducation and activity components of CAPG-E on shame
and fear are explored. Second, themes that emerged from the co-researchers’ processing of
CAPG-E, including experiences of shame, group connection, and identifying the source of
shame are explored. Based on the framework that fear and shame function in very similar ways
and are experienced simultaneously (Sosin et al., 2020), the term “shame” is used in this section
to identify experiences of both fear and shame.

Figure 4.5
Research Question Two Primary Themes and Subthemes
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Co-researchers’ Experiences of CAPG-E Components Regarding Shame
Components of CAPG-E that impacted co-researchers’ ability to monitor, tolerate, and
modify shame and fear include psychoeducation and activities. Goals for the group included
providing psychoeducation about the development and function of shame and providing
interventions that help combat shame and develop shame resilience. Meaningful sub-themes that
emerged within each of these themes are also explored.
Psychoeducation
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Co-researchers reported that psychoeducation was beneficial in helping tolerate, monitor,
and modify fear and shame. Meaningful sub-themes identified within psychoeducation included
the relational nature of shame, how shame took root, and the universality of shame.
Relational Nature of Shame. Throughout several sessions, co-researchers learned that
shame is a relational process, and because shame is learned in relationship, it must also be healed
in relationship. They reported that learning this was helpful in providing context regarding how
to heal shame. Ann described the impact of learning about the relational nature of shame:
We learn shame in relationship to other people, and then in time we speak it over
ourselves. I hadn’t realized the truth of this until now. Shame only tells us part of the
story and there is so much more to it that I just ignore. ED feeds the shame (oh the irony
ha-ha), making it seem so much more real and true. Unrooting shame is super painful but
realizing that it was never mine to carry is incredibly eye-opening and encouraging to me.
Another co-researcher identified how she can use knowledge about the relational nature of
shame to combat her shame when she wrote:
I think it's interesting that shame comes from like other people, other experiences. And
then as we get older, the things that we tell ourselves more often than not probably stem
from those exact experiences. So, in a way, like it's still coming from ourselves at that
point, but in a way, it's also still coming from those people, that situation… in a way, this
makes me feel like it’s almost a little bit encouraging. Like, oh, this shame isn't coming
from the core of me, it's coming from this experience and this burden or whatever it is.
I've never really thought like that.
Shame is experienced as isolating and condemning, and it was powerful for co-researchers to
learn that the stories of shame that they carry are relational in nature. Co-researchers had
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previously attempted to heal shame in isolation, and then felt defeated as they continued to
experience shame. This lesson helped them start to shift their paradigms pertaining to shame,
allowing them to further explore how shame became rooted in their lives.
How Shame Took Root. Co-researchers reported that in order for concepts about shame
to be transformational, the knowledge must be connected to how shame is experienced. The
concept of how shame took root was discussed throughout the course of the group but was
highlighted primarily in session six. In the sixth session, co-researchers expressed both valuing
the vocabulary and narrative around shame development, and feeling challenged by it. One coresearcher shared, “Overall, I think it was helpful to understand that [my abuser’s] voice shaped
the voice of my own internal conflict, even though it was painful to understand.” Sloane also
expressed the challenges associated with unrooting shame:
I think discovering your core self is so difficult in the midst of shame because you start
with your core self, and that gets buried by all of your shame, and then you bury your
shame under coping mechanisms until we don’t even know who we are or what parts of
ourselves is true anymore. There’s no longer a basis to be able to trust anything from
your body or mind, so you just believe the worst- because how could the ‘good’ or
‘positive’ things really be true?
As they recognized how shame took root, co-researchers learned that shame does not result in
sustainable change, a lesson that provided a framework for more helpful ways of responding to
shame. Ann shared:
I think this session was helpful to really get to the root of what I truly believe about
myself (that I am a failure), and it was helpful to think about how I would encourage
someone else feeling like that.
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Co-researchers accessed self-compassion and considered ways of responding to shame as they
learned about how shame took root. They learned to monitor, tolerate, and modify shame. They
also learned about how eating disorders and ED behaviors impact shame.
Impact of Eating Disorders on Shame. Another psychoeducational component of the
group addressed the impact of EDs on shame. Co-researchers learned how eating disorders and
shame impact one another. For example, Sloane shared, “Exploring the roots of some of my
shame helped me to understand that the hard thoughts and behaviors and coping skills didn’t
necessarily just come from ‘out of nowhere’ or begin inside myself.” She later elaborated on the
origin of her shame:
ED behaviors in response to shame just seems fitting because—though I consciously
recognize it or not—food restriction is a way to punish myself for the shame I feel. It’s
not about the food; it’s about the shame and ensuing punishment—which, because it is
accessible and sometimes more ‘acceptable’ or less-noticeable, becomes the food.
Likewise, Grace shared that “the teaching really helped me better understand why how shame
gets in, and how my body responds when that happens.” All co-researchers identified in their
screening documents that they had experienced shame associated with eating disorders. Learning
about the impact of EDs on shame helped them gain insight and consider other approaches.
Exploring shame in a group setting also helped co-researchers recognize the universality of
feeling shame.
Universality of Shame. The experience of shame is universal, and when co-researchers
acknowledged that others also experience shame, their own shame had less power. As Anna
shared in group, “it is very interesting how like, we all have our shame, and our shame is our
shame. But yet how very common the shame is.” Ann also reflected on this, saying, “It helps me
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realize how similar we all are, and that we're really not alone. Even though we’ve had different
experiences, we think very much the same, and we can support each other in that.” Coresearchers learned how being vulnerable about their shame leads to healing through
acknowledging shame’s universality. One wrote “vulnerability gets covered up by such negative
feelings but when it is allowed to be exposed, greatness can happen.” Throughout CAPG-E coresearchers learned about the nature of shame, how it develops, and how it can be modified.
Engaging in creative activities helped co-researchers implement the themes learned during
psychoeducation.
Activities
All activities in the CAPG-E protocol may have an impact on one’s sense of shame, but
some interventions were designed specifically to address the impact of shame and to increase
shame resiliency (Sosin & Noble, 2020). Co-researchers provided only positive feedback in
response to some activities, and mixed feedback regarding other activities. Co-researchers gave
positive feedback about the Shame Narrative regarding its impact on shame and fear. Coresearchers provided mixed feedback about the impact of the Creative Exposure Intervention and
the Creative Self-Compassion Tool.
Positive Impact. Co-researchers identified that the Safe Place with Loving Protective
Person(s) and the Core Self Depiction activities strengthened their shame resiliency. Because the
Safe Place with Loving Protective Person(s) and the Core Self Depiction also included themes
relevant to RQ1, feedback regarding these two interventions were included in the findings for
RQ1. The Shame Narrative intervention was primarily on addressing shame and fear.
Shame Narrative.
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In the Shame Narrative, co-researchers depicted the story and progression of how shame
took root in their lives. Co-researchers reported that the Shame Narrative was helpful for both
intrapersonal processing while completing the activity, and interpersonal processing when
discussing the activity as a group. For example, Sloane shared:
This [intervention] was so helpful. This session helped me to better organize my different
shame experiences and (more or less) consolidate them on my paper. Identifying them
enables me to talk back to them—when I feel safe to do so. But though what I depicted
on my paper focuses on how shame took root in my life, I can realize that it is by no
means the entire story.
She also chose to share the depiction of her Shame Narrative.
Figure 4.6
Sloane’s Shame Narrative Depiction
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All co-researchers reported feeling encouraged, seen, and heard while processing this
activity. As one co-researcher shared:
It was also so freeing for me to talk about sex, and love, and safety without being
shamed, because I know that sexuality has hugely impacted my freedom. As a bisexual
woman in a very conservative community, I know that it is hard to feel like sexuality is
isolated, and it was so nice to feel like I could share that.
Co-researchers experienced the weight of shame lifting through sharing with
vulnerability. For example, Martha reported, “This week was obviously very intense and very
challenging. I do not normally share things like that in group settings, so it felt really strange, but
really good to open up about my past.” Anna said, “We all really opened up and left feeling less
‘heavy.’ It was a good/comforting feeling for me.” The deeper interpersonal connection
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experienced when processing this activity can continue to support co-researchers. Summer
described, “I felt more connected and un-alone in this session than any other thus far, which
normalized me (and alleviated shame) naturally. When doubting, I can remember that connection
to address shame-fear.” The Shame Narrative intervention helped co-researchers understand,
through a compassionate lens, how shame developed in their lives. They also connected with one
another and modified their experiences of shame. Although all co-researchers reported having a
positive experience with the Shame Narrative, some experienced significant challenges during
other interventions.
Mixed Feedback. Session three’s Creative Exposure Intervention (CEI) and session
five’s Creative Self-Compassion Tool (CSCT) activities are similar to one another, as both are
designed as shame exposures that can strengthen shame resiliency and promote self-compassion
(Sosin & Noble, 2019). Co-researchers reported that they were effective interventions, but for
some these interventions were too intense and contributed to emotional dysregulation. The
reported benefits and challenges of each intervention are explored.
CEI. Co-researchers reported that the Creative Exposure Intervention (CEI) was
meaningful and provided insight regarding beliefs and shame. In the CEI, co-researchers
depicted their Safe Place, and then co-researchers depicted an event that triggered shame or fear.
They explored the thoughts, emotions, and sensations associated with the fear-shame trigger.
After anchoring using their Safe Place, they considered how they would respond with
compassion to another in a similar situation. Martha shared, “This significantly unpacked who I
am, and more importantly, who I felt my shame made me.” However, several reported that this
activity was too activating and caused increased distress. For example, Grace shared:
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The activity did help me realize that my shame triggers all seemed to start in the same
place, but because I got overwhelmed and didn’t feel safe. I walked away wanting to
never think about it again… this was extremely hard for me, but very beneficial. It helped
me get a better understanding of what is behind the feelings of shame. By the end I was
feeling very overwhelmed by uncomfortable feelings.
Likewise, Ann experienced difficulty using anchoring tools to help ground herself:
This was really good but heavy. I think my biggest thing is that I don’t know how to
process shame when all those feelings come up again. I often shut down… I think this
session was helpful to really get to the root of what I truly believe about myself… but it
was so discouraging it was hard to just flip a switch and return to my safe place after
being flooded with those emotions and struggles.
Despite these challenges, the ‘downward arrow’ portion of the activity, wherein co-researchers
explored and identified underlying core beliefs pertaining to the shame trigger, proved to be
particularly helpful for several co-researchers. Sloane noted the value of the added structure of
this portion, sharing “the downward arrow is helpful because I can recognize thoughts associated
with what I’m feeling/experiencing but recognizing which one is at the root is difficult … this
was a helpful way to stack them in a more consequential order.” She shared her CEI depiction:

Figure 4.7
Sloane’s Creative Exposure Intervention
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Note. In the bottom half of the image (under the blue wave), the co-researcher used the
Downward Arrow technique to identify that underlying her shame trigger was the core belief, ‘I
am worthless.’
Processing and engaging in anchoring skills prior to finishing the group session helped
co-researchers re-establish equanimity. However, although the safe place depiction is utilized in
this activity to promote regulation and presence, some co-researchers reported during the session
that it was not effective to meet the level of dysregulation triggered by the downward arrow
activity. In contrast, Ann reported that considering self-compassionate self-talk at the end of this
activity was effective; Ann stated, “what I would say to someone else probably helps the most,
because I think that almost grounded me a little more than my depiction of my safe place.”
Summer also noted, “the compassionate speech toward self can help me in the future.” Coresearchers experienced emotional dysregulation when exposing their shameful memories and
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thoughts, but group processing and anchoring tools helped them maintain safety. They reported
similar feedback regarding the Creative Self-Compassion Tool.
CSCT. Co-researcher feedback was mixed regarding the Creative Self-Compassion Tool
(CSCT), as co-researchers identified that the intervention was helpful but also contributed to
emotional dysregulation. In the CSCT, co-researchers first practiced grounding using their Safe
Place, then they depicted a shame trigger and identified the critical bullying self-talk, and finally
they explored self-compassionate responses. The CSCT provided a tool to manage and modify
shame. Sloane described, “Being able to take even the smallest thing I can think of that feels
remotely shameful is a helpful practice to know of something I can do when I do find myself in a
“shame storm” or shameful situation.” Anna also reported that the intervention helped her,
stating that “the fear-shame that I was feeling, I was able to actually process and verbalize, which
makes the compassionate side so much easier to kind of get to on the other side of that storm.”
However, others reported difficulty regulating the emotions that activated while engaging in the
CSCT. For example, Martha stated:
I feel frustrated… I don't want to sit here and like draw something and go back to another
drawing and then draw more. I like to compartmentalize things, and I'm really good at it
for the most part so it's really hard for me to break through the barrier. I can't access the
compassion because I just don't want to be there at all… I don't want to be doing this
right now… this is a tough thing for me to do.
Grace also experienced difficulty; she described, “It was hard to dig up thoughts around shame,
and then it was hard to try and find compassion for myself. I felt very overwhelmed by emotions
and completely shut down and couldn’t stay focused on the activity.” Ann reported that although
the intervention integrated anchoring tools, she found them inaccessible; she said, “I feel like it's
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kind of hard to [anchor] when we’re in the shame. It's really hard to just like transition… like
‘okay just focus on the safe place’! I don't feel like I can do that.” These three co-researchers had
trouble maintaining emotional regulation during this activity. However, when reflecting after the
session, they reported that the intervention helped them access self-compassionate responses.
These activities helped co-researchers integrate psychoeducation about fear and shame. The
CAPG-E process also impacted their ability to monitor, tolerate, and modify fear and shame.
Co-researchers’ Experiences of CAPG-E Process Regarding Shame
According to co-researchers, the process of the CAPG-E group had a significant impact
on their experiences of fear and shame. Through the group process they identified common
themes regarding shame experiences, which deepened the group connection and helped combat
shame. From the safety experienced in group, co-researchers identified that shame caused by
others’ words and actions is not theirs to carry. Identifying experiences of shame was an
important step for co-researchers in their own processing and doing so in the group helped them
feel less isolated in their shame.
Experiences of Shame
Co-researchers reported that sharing their experiences of being shamed and feeling shame
in a group setting allowed deeper insight and increased understanding compared to their
individual processing. By identifying their experiences of shame, they could move forward with
combatting the impact of shame. Co-researchers discussed body shame, experiences of shame in
sex education, and experiences of living with a global sense of shame. Their body shame
developed through the influence of media, peers, and mothers.
Body Shame. Through psychoeducation, interventions, and group discussion, coresearchers connected over shared experiences of body shame. Identifying shaming messages
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and how body shame took root helped co-researchers identify, tolerate, and manage their shame.
For instance, one co-researcher noted that body shame is not associated with body size or shape
as she noted, “shame knows no size.” Co-researchers identified how messages from the media,
social influences, and their mothers contributed to the development of shame.
Media. Co-researchers reported that images and messaging in culture and media
increased their body shame. For example, Ann described how the media influenced her
relationship with her body from a young age:
We would go to New York City all the time because I grew up outside New York City.
And it was just like underwear models, everywhere. I know that's like a classic example,
but it's still very much everywhere. We were having a grand old time and I'd be walking
around and I'd be like, “Should I be worried about that?”
Anna also identified the media’s influence on her body shame, sharing that “because culture is so
size based when it comes to women, you have to be a certain size to be considered pretty or
perfect… that’s kind of my shame. It's that body shame, that’s where it stems from.” As they
recognized media’s role in promoting body shame, co-researchers also felt conflicted about the
media’s role. For instance, Sloane described the tension she felt as she processed how cultural
messages have impacted her relationship with her body:
I was asked, “Are you angry at the fact that like culture and all these things are just put on
you?” And my answer was- which shows how hard it is to separate the two- was that no,
I wasn't angry at that. Because, I decided what to do with [media’s messages]. And so
really, it’s just blaming myself [because] I chose what to think about those things. It
doesn't matter that they were pushed on me by a family or by society, or by anything, no,
that was my decision. And so, it's really hard to separate the [influence of media and
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personal perspectives], because I feel like I'm making the decisions. But when there are
so many outside influences there's only so much you can really do against that? I don't
know, I have a hard time with that.
Because co-researchers had internalized body shame rooted in cultural media messaging, they
had some trouble distinguishing media’s pervasive messaging from their own thoughts and
preferences. While mass media impacted co-researchers, interactions with social influences also
contributed to body shame.
Social Influences. Co-researchers reported that in additional to media’s impact on
cultural norms, interactions with peers played a role in body shame development. As Martha
described:
Something that's really hard for me is, you hear terms like “patriarchal sociopolitical
messaging,” and you want to be mad at men, but the people who really can be the worst
about it, are other women- like your best friends or even your mom.
In addition to contributing to body shame, social influences also impacted co-researchers’
perspective about their eating disorder severity or being “thin enough.” For example, Grace
shared:
I feel like I almost have to prove that yes, in fact I am struggling with this [eating
disorder]. The comments are like, “Well, you don't look like you have an eating
disorder.” I also had somebody very close to me say, “Oh, you know, this person, they
had a serious eating disorder.” And I was so frustrated- [I felt like] so mine doesn't
matter, because mine's definitely not [as serious]. There’s frustration that people don't
have a clue what they're talking about.
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Co-researchers reported that their body shame developed from messages in the media and
deepened as social influences reinforced cultural norms or denied the severity of eating
disorders. They further explored how their mothers’ perspectives increased body shame.
Mothers. Co-researchers identified that of the three core sources of body shame, the
influence of their mothers (or in one case, grandmother) was the strongest. The body shame that
mothers carried about their own bodies influenced how their daughters view their bodies. Sloane
described her experience this way:
Growing up, there was my mom’s own discomfort with her body. Hearing her kind of
body shame herself kind of made me feel like that's just what you do- and that's what I
should do, and I shouldn't feel good about myself, because I wanted her to feel good
about herself… it felt like [body hatred] is natural, that's just what people do. I remember
thinking that it's just like normal to be on a diet. I remember my mom saying one time
when looking at an old picture, “That was from my ‘eat nothing’ phase.” And I was like,
“Oh, that's a phase that women go through…” so when I [stopped eating] I thought
“That's normal. That's what we do. So it must be fine.”
Hearing Sloane and others process this concept helped Grace develop greater understanding of
her experiences:
I totally get what you're saying about your mom and her being uncomfortable in her
body, and I feel like that was the life I lived. It was just like there was always negativity
and there was always another diet. And basically, it was this life lived of “You have to do
these things to manipulate your body because your body is bad the way it is.” And that
was the only thing that I heard. I was also the youngest of four girls. And I mean, I just
had to do whatever they did, so if that was the next diet, I was going to hop on the train
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with them because I felt like I'm less of a person if I can't do this with them. And it was
just how we lived our lives with this assumption that you have to do these things to
change your body, because your body is bad.
Co-researchers noted that connecting with others about their experiences decreased the impact of
body shame. As they explored other sources of shame, they recognized similar experiences to
one another in their experiences of sexual education and identified this as a root of their shame.
Sex Education. When identifying the roots of their shame several co-researchers
discussed how their experiences of sex education, or lack thereof, impacted their global sense of
shame and their body shame. As one co-researcher shared in session:
One of my main shameful events was when my older relative- who was the instigator for
my eating disorder in many ways- was the first person that I got any kind of sex
education from. And so that kind of just brought shame upon shame upon shame, because
anytime I was with him, all those memories have so much shame in them. And then when
I look at sex and my sexuality, this is supposed to be an important part of me and all I
feel is shame, and then if I don't feel shame, I feel like I should feel shame.
Another co-researcher discussed how her family’s inability to talk about sexuality corroborated
her body shame:
All the stuff with sexuality and all that- just being a woman- my mom didn't really know
how to talk about it, so my sisters didn't really know how to talk about it. And I felt a lot
of shame for that, for not knowing and for having to try to figure it out by myself… And
so I think ignoring my body was just kind of the way to go for me, because I didn't want
to learn more about it and didn't want to pay too much attention.
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Co-researchers reported that not being informed about their bodies, sexuality, and sexual
development was a source of shame. Because sexuality is experienced in the body, shame
experienced around sexuality also contributes to increased body shame. They also shared that
being uninformed about normal development furthered body shame. As another co-researcher
shared, “When I first started my period, I didn't know what was wrong with me, so I didn't tell
anyone… nobody told me, so I just felt like there's something wrong with me. And I felt so
ashamed.” As co-researchers unraveled sources of shame in their lives and discussed it in a
group setting, they experienced increased understanding, connection, and safety. This allowed
co-researchers to identify and explore experiencing a global sense of shame.
Global Sense of Shame. Several co-researchers reported living with a sense of shame
that was not tied to a specific event or memory. They described this non-specific shame as a
global sense of shame about themselves. For example, one co-researcher struggled to identify a
shame trigger for an activity but identified an overall sense of shame:
It’s hard for me to pinpoint a certain trigger… in my life, I 100% feel shame all the time
because I just do- you know, self-worth problems- but not a certain event… overall,
there's a whole overarching umbrella of shame in my life.
Likewise, Ann described feeling infiltrated by shame. She stated, “There are events and things
that happen to you that make you feel embarrassed or ashamed. But when you struggle over
something like an eating disorder, it can make you ashamed of who you are.” Co-researchers
further described how shame becomes cyclical, as Martha shared, “I have experienced such
significant feelings of unworthiness, it’s always been hard for me to tend to myself. After all,
when I don’t love myself, how can I care for the person I am?” Co-researchers reported that they
experienced an overall sense of shame in addition to shame about their sexuality and their
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bodies. As they bravely faced their experiences of shame, they were able to combat shame
through connecting with each other.
Group Connection
Co-researchers reported that the process of group connection provided community and
acceptance, which decreased the impact of fear and shame. For example, Grace described
connection as it relates to shame when she shared with the group:
[This group] really does help me feel less alone. I feel like that's one of my biggest
struggles- just feeling alone. And you feel like you're the only one who has these
struggles, which then just, of course, piles the shame on top of shame… I had never
experienced connection like this with people who were struggling in such a similar way,
and it helped a lot with the voice of shame that always told me I was the only one… the
community and support of this group had the real impact on me, and it helped me realize
that shame thrives when you are silent.
Likewise, Martha shared about how she drew strength from discussing shame with others:
I was able to experience freedom of vulnerability with this group because… I loved,
Loved, LOVED, talking with other women about how shame does NOT define us. It was
so comforting, and honestly life-changing, to talk with other women about how we are
not held down by the things that shame us. But instead, we can find freedom, and rise
from the ashes. That was unbelievably powerful.
Other co-researchers also found increased freedom and power through connecting with one
another. Ann shared, “I realized that being in the presence of the other women in the group
greatly helps to reduce shame and fear… I really don’t have words for how much this meant to
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me.” As a community, co-researchers connected with each other and challenged their stories of
shame. As a group, they recognized that they no longer needed to carry these stories.
Changing the Story: “Not My Sh*t”
As co-researchers unraveled the shame that had previously kept them bound, they started
to recognize that the shame of other people’s actions, words, or omissions were never theirs to
carry as their own. They stopped taking ownership of other peoples’ shame; Anna described this
process when she said, “I've accepted that that sh*t's not mine.” Others continued to use this
terminology to describe their experiences, such as Ann sharing that “[the most meaningful aspect
of CAPG-E was] the concept that shame was never mine to carry- not my sh*t.” Another coresearcher described her new perspective on this topic when she wrote:
This was so good to learn that shame was never mine to carry. We learn shame and fear
from other relationships and experiences outside of ourselves. Then in time, we learn to
speak it over ourselves as if it comes directly from us. Even then, it’s still rooted in those
outside experiences and people. This is so hard to work through, but really helpful to look
at the root and origin. [I realized that] it's not my fault that things that have happened in
my life… this took a lot of pressure off of me and a lot of even self-blame… this whole
dissertation should be called “that’s not your sh*t.”
Another shared, “I feel like I am at a place that I can share my deep-rooted shame with people
more easily… I think I can because I know it had nothing to do with me / being my fault.”
Co-researchers reported that when they shifted the weight of the shame that they had
carried from past events, they experienced decreased shame about their eating disorder. As Anna
wrote, “I don't hold shame for the eating disorder. The eating disorder stemmed from the shame I
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had for events that weren't my fault. (AHHHH).” Likewise, another co-researcher articulated
how processing shame is necessary for ED recovery:
The understanding that the eating disorder is partly genetic and then traumas that I went
through have caused it to flare up [is significant to me]. It’s not really about food- I mean,
dealing with the food part is super important, but it's going back to the sh*t that's not
yours. That’s what caused [the eating disorder]- shame manifested [as an eating disorder]
that I have tried, we have tried, to use to protect ourselves.
Co-researchers reported that their sense of shame decreased as they processed in community the
experiences that contributed to their shame. As they experienced connection, they started to
challenge the ways in which they were carrying the shame of others. Co-researchers
courageously engaged in the components and process of CAPG-E, and they reported that as a
result their experiences of shame and fear decreased. They also explored how CAPG-E impacted
their experiences of embodiment.
Research Question Three: Themes Related to the Impact of CAPG-E Components and
Process on Embodiment
The third research question in this study explores the following question: “What impact,
if any, did the components and process of CAPG-E have on the lived experience of embodiment
for co-researchers?” Embodiment refers to how one’s own body is experienced within a social
context. Co-researchers identified psychoeducation and activities as components of CAPG-E that
impacted their experiences of embodiment. They also identified meaningful themes within the
process of CAPG-E; these included connection with others, increased trust in their bodies, and
increased awareness of embodiment.
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Figure 4.8
Research Question Three Primary Themes and Subthemes

Co-researchers’ Experiences of the Impact of CAPG-E Components on Embodiment
Psychoeducation and activities impacted co-researchers’ experiences of embodiment.
Within psychoeducation, the sub-themes identified as meaningful included shifting focus from
body image to embodiment, learning the dimensions of the experience of embodiment, and
identifying the role of disconnection. Sub-themes identified within CAPG-E activities include
the Body Awareness intervention and the impact of other activities on embodiment.
Psychoeducation
Overall, co-researchers reported that psychoeducation about embodiment was meaningful
and clear. They also noted the psychoeducation differed from what they had previously been
taught about eating disorders, and that the new perspectives felt realistic and hopeful. Coresearchers identified three meaningful sub-themes within the psychoeducation on embodiment.
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Embodiment Instead of Body Image
Promoting increased awareness of embodiment instead of positive body image was a
paradigmatic shift for co-researchers, as Ann described:
The first point in the handout was an absolute game changer for me. I had never
understood recovery in this way: “Focusing on body image reinforces thinking about our
bodies rather than experiencing or feeling them.” This really gave me so much hope.
When I feel physically uncomfortable, it is definitely hard to enjoy experiencing my
body, and I certainly don’t want to “feel” it or be aware of it, but understanding that my
focus has been on the wrong thing (positive body image) really helps me in my recovery
journey.
Likewise, Grace also described the impact of this shift, stating that “the concept of focusing on
embodiment rather than positive body image was really freeing. I had this idea that I had to work
towards a positive body image, and that felt impossible.” Co-researchers reported that
approaching recovery through the lens of embodiment felt more meaningful than focusing
primarily on body image. Sloane articulated:
I appreciated focusing on positive body image versus embodiment. I had never really
thought about it, but honestly, trying to imagine a better body image going deep enough
to fix the struggles I/we have with food is like trying to fix a gaping wound with a bandaid—it’s a component of something that would be helpful (medical care), but it really
isn’t sufficient for the deeper care that’s needed.
Co-researchers indicated that shifting their focus from trying to improve their body image to
increasing their awareness of embodiment was meaningful and provided them with hope. This
new lens gave them a framework through which they could authentically connect with their

160
bodies, shifting focus from the body’s appearance to the sensations and experience of being a
body. Their understanding of embodiment developed further as they learned about the
dimensions of the experience of embodiment.
Dimensions of the Experience of Embodiment
The psychoeducational portion of session seven provided co-researchers with the five
distinct dimensions of embodiment identified in the Developmental Theory of Embodiment
(Author(s) of theory, as found in Sosin & Noble, 2020). Co-researchers received a chart
outlining the positive and negative expressions of each dimension which they reported was
helpful; Sloane shared that “the chart is very helpful—it makes the concept of embodiment seem
much more manageable and less overwhelming to process.” Martha expressed, “I loved the
chart! I thought it helped break things down in a granular way.” This lesson provided new
language and structure that helped co-researchers conceptualize this construct. Sloane shared
how learning this vocabulary helped deepen her understanding of these concepts:
I find the idea of embodiment scary, but also relieving. Because it's like, thank goodness,
there's some terms to put to the way I would like to be. It's helpful as far as just
organizing my mind… and I appreciated the statement on the handout about our body
being able to be our “ally” instead of our “enemy” because it is a more tangible (for me
anyway) way to start. I know ideally, I’d reach a point where I’d love and (I guess)
“befriend” my body more fully, but for now, knowing that I can try to start working with
it in a positive, constructive way is good and also feels more attainable at this time.
The lesson, discussion, and handout regarding the five dimensions of embodiment helped coresearchers understand the construct, assess their current experiences, and set goals for
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increasing awareness of embodiment. In order to change their experiences of embodiment, coresearchers also had to identify why they had disconnected from their bodies.
Function of Disconnection
Through this lesson co-researchers explored why they had disconnected from their
bodies. Disconnecting from one’s body refers to consciously or unconsciously disengaging from
awareness of one’s own somatic cues. For example, Summer shared, “I realized that
disconnection is an attempt at protection that is unhelpful to me.” Another co-researcher
described her distress associated with being present in her body:
Not only does the world sometimes feel like a harsh or unsafe “holding environment” for
our bodies, but my body often feels like a harsh or unsafe holding environment for my
mind—and well…then my mind just doesn’t feel safe and doesn’t even have a place to
be.
Others noted that experiencing health conditions contributed to feeling unsafe in their bodies and
reported fear of feeling strong emotion if they were to connect with their bodies. As Grace
shared, “I struggle with the whole embodiment thing. I don't know, I just get stuck on the body
part. I don't really like being in my body. So, there was just a block.” Before co-researchers
could safely practice re-connection with their bodies, they had to recognize the role of
disconnection. As their understanding of this developed, they also recognized the cost associated
with staying disconnected. Co-researchers started to understand the construct of embodiment
when they were in a safe environment, and from this safety they could explore embodiment
experientially through activities.
Activities
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Co-researchers reported that their awareness of their bodies and of embodiment increased
as they practiced creative activities. Co-researchers shared meaningful feedback about their
experiences participating in the Body Awareness intervention and identified ways other activities
also impacted their experience of embodiment.
Body Awareness Intervention
During the Body Awareness activity, individuals experientially practiced feeling
connected and ‘at home’ in their bodies as well as alienated or disconnected from their bodies.
Co-researchers practiced feeling connected and disconnected from their bodies and identified the
sensations associated with states of connection and disconnection. Overall, co-researchers
reported that this intervention was challenging but also foundational for promoting increased
awareness and connection to the body. Summer described re-connecting with her body through
this activity:
When I came to session, I felt wildly disconnected from my body, but the imagining
depiction of safe place and recalling instances of feeling free, at peace, and trusting of my
body renewed that connection. I can use my powerful mind to feel tension or liberation in
my body, and I can use the tool of remembering specific times of connectedness in my
body to regulate myself.
Similarly, Sloane described feeling safe and connected to herself and others during this activity:
Different things help for different people, but I find activities like these to be extremely
helpful—particularly in a setting where I have experienced some genuine connection and
where I feel and know it’s safe. Thinking through the positive situations felt relieving,
while being aware of my body during the negative ones was less overwhelming in a
setting with other people than it is when I’m by myself… I am better able to manage the
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tension and stress in different parts of my body by imaging the air going to those parts
when I inhale or exhale—this is helpful in starting to be more comfortable with increased
body awareness. It feels gentler.
One focus of this intervention was to help co-researchers identify somatic markers,
allowing them to ‘tune-in’ to messages from their bodies. Co-researchers identified somatic
markers such as changing sensation in their chests, guts, and pulse. One shared that “it feels like
my heart just like went down into my gut and started beating like, super hard and super fast.”
Another noted, “My heart was pounding. And also, my stomach felt like I was just like, tied up
really tight. And my legs and shoulders and neck got really tight, and I became even hotter.”
Identifying these somatic markers helped co-researchers recognize how their bodies help them;
even when the co-researchers felt disconnected or uncomfortable, their bodies were sending
many messages to help them identify their current needs. Co-researchers also recognized that
their awareness of these messages increased through practicing grounding and intentionally
paying attention to the body. The increased awareness that co-researchers experienced during
this activity empowered them to continue to explore embodiment in additional activities.
Other Activities
The Body Awareness activity was the only intervention that was explicitly focused on
promoting increased awareness of embodiment, but co-researchers noted a shift in their
experience of embodiment during other interventions as well. For example, regarding the Safe
Place with Loving, Protective Person(s) intervention, Sloane noted:
Being able to start to connect to a safe place [and] bringing a person I trust into that place
enables me to better understand that not only is the place where I am trustworthy, but that
my body is trustworthy and safe.
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Meanwhile, Ann reflected on the impact of the Core Self Depiction on her awareness of her
body, saying that “the core self creative exercise helped me experience embodiment, when I
realized the things I enjoy about myself and life, things that my body allows me to do.” Coresearchers increased their embodied attunement throughout the course of this study through
activities that explicitly or implicitly promoted increased awareness of embodiment. They also
identified how the process of CAPG-E promoted increased embodiment.
Co-researchers’ Experiences of the Impact of CAPG-E Process on Embodiment
Co-researchers identified how several aspects of the CAPG-E process influenced their
experiences of embodiment. Sub-themes identified by co-researchers included experiencing
connection with others, increasing trust in their own bodies, and increasing their awareness of
embodiment.
Connection with Others
Co-researchers identified that when exploring embodiment in a group setting, their
connection with one other deepened their understanding of the topic. For example, one coresearcher stated, “engaging in this topic while connected to others was helpful as it was helpful
to hear everyone’s different perspectives and experiences with the embodiment exercise.” Coresearchers were provided with a quote describing embodiment that highlighted ways in which
life is experienced through the body (see Session 7 handout in CAPG-E manual for full quote).
Ann shared her perspective:
I really enjoyed discussing the quote [about the experience of embodiment] and how we
all felt about it. I really like discussions like that because I learn how the other women
react to things and how I relate and how we can encourage each other.
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Beyond gaining deeper understanding about topics, Sloane noted that her connection with others
was the most significant catalyst in transforming her experience of embodiment:
I think the biggest shift in embodiment change for me was actually starting to feel more
comfortable with doing these exercises alongside other people—and actually finding
moments of peace in them. I was also able to embrace the validity—and therefore
experience more benefit— of the exercises because the voices in my mind of other people
telling me these things would not work were not as loud because I wasn’t alone.
Embodied attunement is an internal experience, yet almost all co-researchers reported that their
attunement and safety in their bodies increased while they were connected to the group. Martha
shared:
As everyone talked about how their bodies felt, and how everyone experienced different
things, I felt so much more safe in trusting my body. I felt like I could know and
understand my body without putting pressure on it to act the way it normally does,
because I knew “normal” was totally different than what I experienced. I also loved
talking about my minute experiences with embodiment because I felt like it was so
helpful to share my experiences and feel like I was not alone.
While the benefits of group connection are multifaceted, co-researchers clearly articulated that
the group connection deepened their own experiences of embodiment by providing safety,
feedback, and encouragement. From these experiences, co-researchers started to trust their own
bodies in a deeper way.
Increased Trust in Body
Many co-researchers recognized increased trust in their bodies throughout the course of
this group process. This was an explicit goal for some co-researchers, such as one who shared,
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“Some days it is easier to feel at home in my body and value it but then there are days where I
feel like I am fighting it. I want to learn how to trust my body more.” Sloane reported:
[I am] working on remembering and accepting that there is another option—even while I
continue to learn to trust any peace, safety, love, and acceptance that is present in my
body… knowing that my body is something I can trust and am even supposed to trust is
such a relieving and difficult [concept] when all I’ve been sure of trusting for most of my
life is my ability to make decisions.
Others reported additional ways they developed trust, exemplified through Summer’s statement:
“I realized the power of my body and mind together to regulate self… it is empowering to feel
and know my body, and to feel emotions and live in it.” Particularly for those with eating
disorders, increasing trust in one’s body is incredibly valuable as it provides a foundation of
safety and peace that promotes recovery. For this population that often avoid their body, it is
significant that their trust in their bodies increased, allowing for greater awareness of
embodiment.
Increased Experiential Awareness of Embodiment
More than gaining cognitive understanding, co-researchers reported increased
experiential awareness regarding their experiences of embodiment. For example, one coresearcher identified strategies to utilize when she feels disconnected: “I want to continue to
focus on things that do make me feel good, like ballet, walks in the forest, sitting in the sun, etc.”
Ann noted changes in her physical sensations as she engaged in group activities, reporting that
“my stomach actually stopped hurting while I was drawing [my husband] hugging me. I felt
more calm and peaceful, which amazed me.” This realization was particularly significant as this
co-researcher has experienced significant stomach pain and abdominal distress throughout her
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eating disorder recovery process. Summer shared how increasing her awareness of embodiment
has allowed her to care for her body appropriately:
Little things I did… like putting on sunglasses because my eyes hurt, or taking a sip of
water because I'm thirsty, or if I'm on a walk with someone, asking them to go a little
slower because I'm out of breath and I care about my body. You know, just little
decisions that I make for my body… I’ve decided to do what my body is asking for.
Goals for the group were met as co-researchers identified progress including “I became
more aware of disconnection from body” and “I'm still not there with embodiment but apparently
I am further along than I first thought.” Co-researchers reported having increased positive
experiences of embodiment resulting from the components and process of CAPG-E.
Summary
Together, the components and process of CAPG-E provided a safe, empowering, and
relationally rich setting for co-researchers to explore their identity, emotions, shame, and
embodiment as they worked toward eating disorder recovery. Guided by three research
questions, the presentation of findings in this chapter identified in response to RQ1 that the
CAPG-E components of screening, group guidelines, psychoeducation, and activities were
meaningful and helpful for participants. The meaningful aspects of the CAPG-E process were
group dynamics (including connection, self-compassion, vulnerability, safety, honesty, and
diversity), development of the sense of self (including self-awareness, identity development, and
voice), the leader’s personhood and flexibility, and humor. Regarding RQ2, factors that impacted
experiences of fear and shame included psychoeducation about relational nature of shame, how
shame took root, the impact of eating disorders on shame, and the universality of shame,
activities including the Shame Narrative, CEI, and CSCT, identifying past experiences of shame,

168
experiencing connection within the group, and re-writing narratives about shame. Regarding
RQ3, co-researchers’ experiences of embodiment were impacted by psychoeducation regarding
topics of embodiment, body image, dimensions of the experience of embodiment, and the
function of disconnection, as well as the body awareness intervention, experiencing connection
with others, increasing trust in their bodies, and increasing their awareness of embodiment. Table
4.2 provides a summary of findings for each research question.
Table 4.2
Summary of Findings
Research
Question
One

Category
Components

Theme

Subthemes

Sub-Subthemes

Screening
Group
Guidelines

Process

Psychoeducation

§ Threat response
§ Self-compassion
§ Needs
§ Interpersonal support
§ Food rules
§ Core self

Activities

§ General art
§ Safe place
§ Safe place w others
§ Anchoring
§ Core self depiction
§ EPMAT
§ Maintenance

Group

§
§
§
§
§
§

Sense of Self

§ Self-awareness

Connection
Self-compassion
Vulnerability
Safety
Honesty
Diversity

• Decreased
isolation
• Feeling seen
and heard
• Community
• Increased
understanding
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§ Identity development
§ Voice
Leader

§ Personhood
§ Welcoming feedback
and flexibility

Humor
Two

Components

Process

Psychoeducation §
§
§
§

Relational nature
Took root
Impact of ED on Shame
Universality

Activities

§ Positive impact
§ Mixed impact

Experiences of
Shame

§ Body shame
§ Sex education
§ Global sense of shame

Group
Connection
Changing the
Story
Three

Components

Psychoeducation § Embodiment instead of
body image
§ Experience of
embodiment
§ Awareness of
disconnection
Activities

Process

§ Not my sh*t

Connection with
Others
Increased Trust
in Body
Awareness of
Embodiment

§ Body awareness
intervention
§ Other activities

• Shame
narrative
• CEI
• CSCT
• Media
• Peers
• Mothers
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The power of this group is perhaps best articulated through a discussion that took place at
the end of a group session:
Ann: You guys made me feel hope. And I'll always feel that, just knowing that you've
been through similar things. It's like oh, we can get through, however long it takes.
Anna: And it’s big that we just keep showing up. Like, none of us are just ready to throw
in the towel because we keep showing up.
Summer: We are amazing.
Summary
This chapter presented demographic information and findings from the hermeneutic
phenomenological study regarding the pilot CAPG-E group. Primary themes and subthemes
regarding the three research questions were explored. Co-researchers identified several aspects of
the CAPG-E components and process that were experienced as helpful and meaningful. They
reported improved ability to tolerate and manage fear and shame and identified positive changes
in their experiences of embodiment. The final chapter will reflect on the findings in light of the
extant literature, discuss the implications of findings, and identify areas for future research.
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CHAPTER FIVE: DISCUSSION
The purpose of this study was to explore the experiences of six individuals’ lived
experience in the CAPG-E group. The study explored the following research questions:
Research Question 1: How do CAPG-E participants describe how helpful and
meaningful, if at all, are the components and process of this group?
Research Question 2: How do participants describe their experiences of the components
and process of CAPG-E in monitoring, tolerating, and modifying fear and shame?
Research Question 3: What impact, if any, did the components and process of CAPG-E
have on the lived experience of embodiment for participants?
Data regarding these research questions was collected through weekly feedback forms,
final group counseling evaluation forms, and audio recordings of the CAPG-E group sessions.
Findings were explored through a feminist phenomenological framework using van Manen’s
approach to hermeneutic phenomenology (1990). Prominent themes identified by co-researchers
included the helpfulness of CAPG-E psychoeducation and activities, the value of group
connection, increased identity development, decreased fear and shame, and increased
experiential awareness of embodiment. Chapter Four of this manuscript includes a
comprehensive presentation of the findings and themes. In Chapter Five, the interpretation,
discussion, implications of the findings, and recommendations for further study are discussed. A
personal reflection regarding my experience as a researcher is also included. A final summary of
this study is presented in the conclusion.
Interpretation of Findings
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The research questions in this study guided the exploration of co-researchers’ lived
experience throughout the CAPG-E process, and specifically explored the impact of the CAPG-E
protocol on how fear, shame, and embodiment are experienced by group members. The findings
and accompanying discussion are organized according to each research question and are related
to the existing literature. Where applicable, the theoretical framework of feminist
phenomenology is integrated.
Research Question One
Findings from the first research question indicated that co-researchers identified
screening, group guidelines, psychoeducation, and activity components of CAPG-E as helpful
and meaningful. Additionally, CAPG-E process themes that were helpful and meaningful
included the group process, sense of self, group leader, and humor.
Components
Co-researchers reported that the screening process was clear and helpful. Based on my
past experiences leading eating disorder groups, a concept I addressed in the screening meetings
was a fear of not being “sick enough” or “thin enough” to belong in an ED group. As the group
leader, I presented this concept in the screening meetings to normalize and process the concern
before potential participants made a commitment to participate in the group. Findings indicated
that co-researchers valued my efforts to normalize concerns and orient them to the group. Based
on the feedback from co-researchers, the importance of discussing this topic during the screening
process is included in CAPG-E manual.
The next identified theme was group guidelines. CAPG-E group guidelines aligned with
the Association for Specialists in Group Work’s best practice guidelines (Thomas & Pender,
2008), and co-researchers reported that the guidelines provided safety and direction. One
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guideline was added for the purposes of this study, regarding the discussion of topics that may be
sensitive for those with eating disorders. Co-researchers reported that avoiding discussion of
numbers (weight, weight loss, nutritional data, etc.) and avoiding sharing specific details
regarding the use of eating disorder behaviors provided increased safety in the group. As
Summer articulated, “I appreciated that we didn’t ignore ED stuff, but that illness was NOT the
focus… The guidelines reflected this, and everyone was respectful and stayed away from
potentially triggering terminology while still communicating authentically.” The theme of group
guidelines being a helpful and meaningful component of CAPG-E is consistent with Thomas &
Pender’s principles regarding the function of such guidelines (2008).
The next identified theme was psychoeducation. Each of the eight CAPG-E group
sessions included a psychoeducational lens that was grounded in relevant literature. The six
psychoeducation lessons from the original CAPG protocol were included, and two additional
education components pertaining to eating disorders were also incorporated for CAPG-E. The
co-researchers’ feedback supported the assertion that psychoeducation is a helpful component of
eating disorder treatment (Eisler et al., 2016; Fox & Goss, 2012; Goss & Allan, 2012). In
addition to the primary theme of psychoeducation, co-researchers also identified the following
psychoeducation subthemes as helpful and meaningful: threat response, self-compassion, needs,
interpersonal support, food rules, and core self.
Through learning about the threat response, co-researchers increased their understanding
about biological responses to danger and learned how they can apply this knowledge to develop
increased emotional regulation. Language regarding the “faux window” was provided to coresearchers to explain how utilizing maladaptive coping strategies (i.e. eating disorder behaviors)
provides them with a sense of regulation, but does not bring them into a true state of regulation
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(their window of tolerance). The “faux window” is based in Zaccagnino et al.’s work (2019),
explains that ED behaviors may develop as an attempt to increase self-regulation. Co-researchers
reported that learning about the faux window of tolerance helped them increase understanding
about the complexities of how eating disorders function. As a result, co-researchers developed
greater insight regarding how to establish genuine emotional regulation. These findings support
the understanding that those with EDs often operate outside of their true WOT (Wuflestad &
Pace, 2019), and that learning about these concepts can increase awareness of dysregulation
(Finlay, 2019).
Psychoeducation about self-compassion was included because those with eating disorders
experience decreased self-compassion compared to non-disordered populations (Barrow, 2007;
Goss & Allan, 2012). CAPG-E findings upheld this understanding as co-researchers reported
experiencing self-hatred and negative self-concept. As co-researcher Sloane reflected, “when
who you think you truly ‘are,’ and who you feel you ‘should be’ are both undesirable or
unsustainable in the long-term, it is difficult to feel as though there are any other options.”
Because of the increased levels of self-hatred, it is essential that self-compassion interventions
are included in ED treatment as these interventions promote affect regulation and decrease body
image disturbance (Goss & Allan, 2012; Serpell et al., 2019). Co-researchers reported that
learning about self-compassion was a helpful and meaningful component of CAPG-E. Although
negative self-concept contributes to the difficulty those with eating disorders experience when
trying to view the core self in a positive light (Bardone-Cone et al., 2010), co-researchers
reported that learning about self-compassion through changing “bullying” self-talk helped
increase their capacity to be kind to themselves. The helpfulness of psychoeducation focused on
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self-compassion is a significant finding, particularly for the eating disorder population that
deeply struggles with self-compassion.
As co-researchers learned about biological needs, they developed understanding about
such needs, increased in self-compassion regarding their needs, and started to recognize the cost
of “burying alive” core needs. Co-researchers reported feeling distain for themselves and fearful
that having basic needs makes them “needy.” The distain for self and fear reported by coresearchers were consistent with Stanghellini et al.’s (2019) report that those with eating
disorders experience alienation from their bodies and core needs. CAPG-E psychoeducation
normalized and explained these tendencies, allowing co-researchers to explore their patterns in a
setting that did not further compound their shame. As a result, co-researchers experienced deeper
understanding and increased self-compassion about their core needs.
Research on eating disorders consistently shows that those who suffer with EDs often
lack social support and avoid seeking interpersonal support (Kelly & Carter, 2012; Racine &
Wildes, 2013). CAPG-E findings aligned with previous research, and co-researchers reported
that psychoeducation regarding interpersonal support helped them identify the need for social
support. They indicated that the group provided an environment for developing such support. As
co-researchers developed meaningful relationships with others, they shifted away from relying
on their eating disorders. This shift toward interpersonal connection supports Costin’s (2019)
commentary that when meaningful interpersonal relationships develop, the relationship an
individual has with their eating disorder becomes less significant. The power of co-researchers’
eating disorders was further diminished as they learned about food rules and identified some of
their deeply held beliefs about what, when, or how they feel they are permitted to eat (Costin &
Grabb, 2012). They reported that they experienced freedom and increased insight through
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learning about food rules, and further identified that reviewing The Eater’s Agreement (David,
1991) guided their exploration of their internalized rules. Sloane demonstrated this in her report
that The Eater’s Agreement helped her “fuel a pursuit of a meaningful, enriched life.” Learning
about interpersonal support and food rules empowered co-researchers to begin connecting with
their core selves.
Learning about the core self contributed meaningfully to co-researchers’ identity
development. Because many individuals with eating disorders identify with their disorder or
believe that their primary identity is tied to their ED (Costin & Grabb, 2012), conceptualizing a
core self apart from the disorder can be incredibly difficult. Although learning about the core self
was challenging for some, CAPG-E co-researchers reported that they experienced increased
integration of the “healthy” and “disordered” aspects of themselves. Co-researchers reported
experiencing integration in a manner that did not “demonize” any aspect of the self or contribute
to increased self-hatred, which is of particular importance since those with EDs already
experience elevated self-hatred (Beyer & Launeau, 2019). While psychoeducation about core
self was helpful and meaningful, an important note about language was identified in this study.
The original CAPG manual uses the term “healthy self” in addition to “core self,” a term that is
helpful for members of many populations. However, the phrase “healthy self” was disorienting
for some CAPG-E group members. Grace highlighted this when she said, “I'm not sure what my
healthy self is… I don't even know what that means. Because there is still this very strong voice
that says, ‘well, really the eating disorder is for health, that's my healthy self.’” Other coresearchers agreed with this perspective, and in response to this finding only the term “core self”
is used in the CAPG-E manual, in order to reduce confusion or miscommunication when
working with this population for whom the term “healthy” may have mixed connotations.
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Overall, co-researchers identified that psychoeducation was helpful and meaningful. They also
discussed the role of activities used in CAPG-E.
The primary theme of activities as a helpful and meaningful component of CAPG-E
included the subthemes of General Art, Safe Place, Safe Places with Others, Anchoring, Core
Self Depiction, EPMAT, and Maintenance Plan activities. While a detailed report of feedback
pertaining to each activity is included in Chapter Four, discussion regarding these activities is
explored here.
In previous studies using the CAPG protocol, participants reported that creative arts
interventions were beneficial for observing, processing, and expressing their experiences (Sosin
et al., 2020). Other studies have found that creative arts interventions helped those with eating
disorders engage with internal emotional experiences and express themselves in meaningful
ways (Chan, 2019; Ressler & Kleinman, 2019). Co-researchers in the current study confirmed
these benefits of arts interventions. They shared that using arts-based activities helped them
consolidate the information they were learning, allowed for increased exploration and expression
of past experiences, and provided a meaningful grounding tool they could use in group sessions
and in other environments. They further reported that allowing flexibility regarding the creative
intervention (e.g., using different mediums) was meaningful in helping co-researchers connect
deeply with their experiences. This finding is noteworthy as developing flexibility is an integral
aspect of ED recovery (Richards et al., 2017). The use of art and creativity was integrated into
several activities, including the Safe Place.
Co-researchers visualized and depicted a grounding, secure space in the Safe Place
intervention (Gale et al., 2014; Sosin & Noble, 2020). Anna noted appreciation for the visual arts
component of this activity: “I have thought about my safe space in the past without drawing it. I
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think it has shifted or is maybe more defined now.” Summer stated, “I preferred the mental
conceptualization of safe place/activities rather than depiction through art, but the art was also
helpful,” demonstrating the importance of flexibility regarding the creative medium used. In the
current study, the Safe Place was efficacious in helping co-researchers ground, focus, and
experience increased emotional regulation. This supports the efficacy of the Safe Place
intervention in other protocols such as Eye Movement Desensitization and Reprocessing
(Shapiro, 2017) and Dialectical Behavioral Therapy (Linehan, 2015). The benefit of this
intervention was furthered during the Safe Place with Others activity, when co-researchers
merged the helpfulness of the Safe Place with the need for increased interpersonal support by
integrating supportive others into their safe place visualization. They reported that the Safe Place
with Others activity helped them draw on interpersonal support and experience interpersonal
safety, an important development for those with eating disorders (Costin & Grabb, 2012; Goss &
Allan, 2012; Stewart, 2004). Both the Safe Place and Safe Place with Others activities helped coresearchers establish and return to a sense of safety. They experienced additional safety through
anchoring interventions.
Anchoring activities helped increase awareness of emotional and physical experiences
while downregulating the nervous system (Jerath et al., 2015), decreasing the need to use ED
behaviors (Seubert, 2019). Co-researchers reported experiencing increased self-regulation when
engaged in anchoring interventions. Deep breathing is one especially important anchoring
intervention for those with EDs; it not only promotes awareness of the physical body, but also
increases awareness of taking space (Kwee & Launeanu, 2019). Co-researchers did not report
having difficulty doing the deep breathing exercises, but they reported having trouble engaging
in deep breathing in the context of the group setting. Some co-researchers expressed distress
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associated with deep breathing in a way that changed the appearance of the body, a finding that
is consistent with other findings that those with eating disorders experienced increased selfconsciousness associated with the body (Vani et al., 2020). For example, Martha articulated:
I think one thing that I noticed that I never noticed before, especially being in a room
with more people, is that it's very hard to focus on breathing when you're so focused on
how your body looks or feels. It's really hard to get to that point for me, to even relax and
have to stop thinking about ‘does this part of my body look weird in this position.’ I can't
suck in [my stomach] if I'm breathing, and that sounds horrible, but I just never even
really thought about that. But you spend so much more time thinking about your body
than thinking about breathing… I’m already thinking about all this other stuff with my
body so [taking a deep breath is] just too much.
Other co-researchers noted feeling self-conscious as they wondered if they were
distracting other co-researchers by breathing too loudly, further exemplifying how selfconsciousness interferes with anchoring. Co-researchers provided more favorable feedback
regarding the Progressive Muscle Relaxation (PMR) intervention. Co-researchers reported
experiencing increased somatic awareness and connection with the body during PMR, which was
expected based on Kwee & Launeanu’s work (2019). Co-researchers reported that applying this
intervention early in the group protocol was helpful; one co-researcher stated, “It was so hard for
me to stretch out in the ground, exposing my body, but I feel like that vulnerability allowed me
to feel safe throughout [the rest of CAPG-E].” PMR promoted safety and increased awareness of
the body. Co-researchers’ feedback highlights the importance of the anchoring interventions, and
co-researchers’ difficulty engaging in deep breathing provides a meaningful contribution to the
literature regarding challenges for ED clients associated with deep breathing practices.
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The Core Self Depiction activity was meaningful for all co-researchers in this study
despite the challenges it posed for some. During this activity co-researchers explored aspects of
their identity that are not tied to having an eating disorder, a task that is generally quite difficult
for this population (Costin, 2019; Stanghellini et al., 2019). Identity-based activities empower
individuals to strengthen the ‘core self’ and heal the ‘disordered self’ (Cost & Grabb, 2012), an
incredibly important focus in ED recovery. Engagement with the core self provided an additional
benefit to co-researchers, since past traumatic experiences typically impede one’s ability to
connect to the core self (Malecki et al., 2018). Utilizing imagery in this intervention may be one
particularly helpful component of the activity, as imagery can help ED clients re-connect parts of
the self (Seubert, 2019). The co-researchers who had trouble completing this intervention
reported a desire to attempt it again in the future. Anna stated, “I had a hard time connecting to
my core self during this session. I would love to revisit the core self activity to work on
identifying my values and who I am at the core.” Despite the challenges experienced by some
co-researchers during this activity, it was a meaningful intervention for all.
The mindfulness-based Embodied Present Moment Awareness Tool was another helpful
grounding and awareness intervention for co-researchers, as it promoted mindfulness and selfcompassion. One of the goals of this activity was mindful engagement in present moment
awareness (i.e., without judgment or attachment) which decreases the relapse rate of ED
behaviors (Koller et al., 2020). Mindfulness is also a key component of self-compassion, which
as previously mentioned is needed by those with eating disorders (Barrow, 2007; Serpell et al.,
2019). Although some self-compassion experiences can induce fear for those with EDs (Kelly et
al., 2014), the EPMAT provided a way for co-researchers to engage self-compassionately
without increasing fear. Individuals with eating disorders often experience distress associated
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with body-based visualizations (Kwee & Launeanu, 2019). Although co-researchers did not
specifically comment on this aspect of the activity, it is noteworthy that they were able to engage
with an activity that incorporated body-based imagery.
Co-researchers reported that developing a Maintenance Plan, the final intervention in
CAPG-E, was also helpful for them. They identified how they can integrate CAPG-E activities,
psychoeducation, and experiences into daily life to maintain therapeutic gains, and reported that
developing the Maintenance Plan helped consolidate their CAPG-E experience. The impact of
the Maintenance Plan supports Khalsa et al.’s 2017 findings regarding maintaining eating
disorder recovery and remission. In addition to the activity and psychoeducation components,
several aspects of the CAPG-E process were meaningful and helpful for co-researchers.
Process
Four primary themes emerged regarding the process of CAPG-E, each of which included
several subthemes. The first theme, group process, included the sub-themes connection, selfcompassion, vulnerability, safety, honesty, and diversity. The second primary theme, sense of
self, included the subthemes self-awareness, identity development, and finding their voices. The
third theme, group leadership, included the subthemes personhood and openness to feedback and
flexibility. Finally, the role of humor was the fourth primary CAPG-E process theme. Each of
these themes and subthemes is explored in light of prior research.
Co-researchers indicated that the helpful and meaningful aspects of the group process
were multifaceted. Tolerating relational connection can feel threatening to ED clients (Williams
& Files, 2019). Group interventions are recommended to increase connection with others and to
facilitate giving and receiving interpersonal support and encouragement (Beyer, 2016; Goss &
Allan, 2012; Stewart, 2004). Co-researchers reported that through CAPG-E they experienced
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connection to one another, and that as they felt seen and heard their sense of isolation decreased.
Experiencing decreased isolation is significant for ED recovery, as experiencing feelings of
isolation negatively impact recovery (Stewart, 2004). In the current study co-researchers reported
that CAPG-E helped them feel less alone, and thus more hopeful. These women also reported
feeling seen and heard in this study, meeting one goal of feminist phenomenology (Garko, 1999).
Individuals with eating disorders are typically quite intelligent and have a great deal of
knowledge but tend to “live from the neck up’”- that is, they often operate from disembodied
cognition while ignoring somatic and emotional awareness (Giordano, 2012; Kwee & Launeanu,
2019). The CAPG-E co-researchers reported that their knowledge and understanding increased
over the course of this study, but went beyond gaining additional knowledge on a cognitive level.
They described their increased knowledge and understanding as a product of experiencing group
connection rather than as a cognitive experience, demonstrating the role safety and attachment
play in increasing knowledge and understanding (Cozolino, 2017). Similarly, co-researchers
reported that their capacity for self-compassion increased not only because of psychoeducation
on the topic, but because of the group process. The compassion they felt toward one another
served as a catalyst for practicing self-compassion. Ann described it this way:
When everyone shares the horrible things people have said to them, or things that they've
been through, I get so mad that these beautiful souls have had to endure this. But then I'm
like, wait- I have too. Okay. It's all of us. It's just so difficult for me to turn inward.
This finding supports the use of group work for promoting self-compassion among those with
eating disorders (Evans, 2015). Receiving compassion from others empowered co-researchers to
engage with self-compassion, and to practice vulnerability within the group.
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Co-researchers identified that when met with compassion and support, practicing
vulnerability allowed for greater openness and freedom. Vulnerability is understood as practicing
courageous emotional exposure that involves uncertainty and risk, and it results in greater
connection, joy, and trust (Brown, 2010, 2017). Trusting this concept was initially difficult for
some co-researchers because it required willingness to engage in a vulnerable way. One coresearcher wrote, “I know that vulnerability brings deeper, more meaningful connection. I’m
trying to work on being able to be a little bit more vulnerable if something comes up that I feel I
would like to share.” Co-researchers recognized the powerful ways in which vulnerability
mitigates shame (Brown, 2010), promotes connection within the group. Ann articulated that
“everyone else’s vulnerability helped me feel safe to share anything,” connecting vulnerability to
the theme of safety.
Safety in a group setting is needed to protect against causing further physical, emotional,
or psychological trauma (Thomas & Pender, 2008), and people with body dissatisfaction and
disordered eating need to experience relational safety as a prerequisite to feeling free and safe in
their bodies (McBride, 2019). CAPG-E co-researchers consistently reported feeling safe in the
group setting. Sloane, who initially reported discomfort associated with sharing in the group, said
“I felt safe to share. I still feel hesitant at times, and have trouble staying focused and connected,
but as I’ve gotten used to this group it has become a little less intimidating to engage and share.”
As safety developed and was maintained, co-researchers’ honesty increased, which they also
reported was helpful and meaningful for them.
Co-researchers validated one another’s honesty in the group, and as a result they felt safer
honestly expressing themselves. One co-researcher reported, “I so appreciate the other girls’
willingness to be honest.” Another shared, “It’s relieving to be heard.” Honest sharing about both
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struggles and victories was meaningful for co-researchers. Summer expressed to the group, “It
was meaningful for me to be able to share what I consider a large victory, and for you all to
support me.” Supporting honesty promotes the development of secure therapeutic attachment
(Fosha et al., 2009), offering increased safety and attunement (Williams & Files, 2019). Honesty
was a meaningful subtheme within the primary theme of the group process.
Diversity in experience, identity, and values was also identified as a meaningful subtheme
in CAPG-E, supporting the importance of recognizing client diversity in ED treatment (Fox &
Goss, 2012). Having diversity across CAPG-E group members promoted increased safety, rich
discussion, and deeper understanding of identity. Martha identified how diversity in the group
allowed her to not feel defined by her eating disorder:
I also loved seeing how everyone in the group had totally different personalities,
perspectives, and experiences. Given the context of the group, I felt like it was
extraordinarily helpful to see that we’re all tied together, but undefined, by the
experiences we’ve encountered.
Sloane further noted that diversity within the group provided freedom for her to explore identity
and values, as she shared through her reflection, “It was also helpful to briefly talk about values
and how those can look different from person to person - and that it is okay if they are different.”
Because of the trans-diagnostic nature of the group, there was diversity among group members
regarding ED diagnosis and body size. The benefits associated with having trans-diagnostic ED
groups have been identified in the literature (Arcelus et al., 2011; Vanderlinden et al., 2007), and
reports from CAPG-E co-researchers supported this type of diversity.
The framework of feminist phenomenology emphasizes the importance of recognizing
diversity within group when reflecting on lived experiences (Fisher, 2000; Young, 2005). Eating
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disorder treatment has historically neglected to acknowledge diversity (Stewart, 2004) and by so
doing it has reinforced sociopolitical assumptions and messages (Kwee & Launeanu, 2019;
Malecki et al., 2018; Piran, 2017). These factors highlight the significance of CAPG-E coresearchers identifying diversity as a meaningful subtheme. It is acknowledged that this pilot
CAPG-E group was not diverse in gender or location and represented limited diversity in age and
socioeconomic status, warranting further investigation regarding the impact of diversity within
these areas. The interpersonal connection that co-researchers experienced in this setting,
including connection, safety, honesty, and diversity, promoted further intrapersonal exploration
as explored in the next theme.
The second primary theme pertains to how the sense of self developed through CAPG-E
and includes subthemes of increased self-awareness, positive identity development, and finding
their voices.
Awareness of oneself and of one’s internal states are compromised among those with
eating disorders (Tiggeman & Kuring, 2004), yet almost all interventions in the eating disorder
literature that focus on increasing self-awareness focus specifically on treating binge eating (i.e.
Kristeller & Wolever, 2010; Torres et al., 2020). CAPG-E co-researchers reported that their selfawareness increased as they became more mindful and attentive of their needs and behaviors.
They reported increased awareness of how their emotional states impact their experience and
understanding, and through experiencing increased self-awareness they started to identify the
impact of ED behaviors, which is another important component of ED recovery (Finlay, 2019).
Increased self-awareness allowed for healthy identity development.
Eating disorders cause personal identity development to stagnate as one’s identity
becomes entangled with body size and shape as the disorder develops (Stanghellini et al., 2019),
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and several CAPG-E co-researchers reported experiencing positive identity development during
this group. The co-researchers’ development included starting to see themselves as “good” and
recognizing positive personal qualities. As expected, co-researchers experienced some
dysregulation associated with shifting their primary identity from their “disordered self” to their
“core self” (Williams & Files, 2019). However, by doing this work in the context of a safe group
setting co-researchers were able to explore this development without becoming overwhelmed.
From the ego strength established through positive identity development, co-researchers were
able to access and use their voices.
As eating disorders increasingly encapsulate one’s identity, one’s voice (i.e., opinions,
preferences, boundaries) is often lost and is rarely focused on in treatment (Berg et al., 2020).
Re-establishing agency through one’s voice is an important aspect of embodied ED recovery
(Kwee & Launeanu, 2019) and represents one of the dimensions of the experience of
embodiment (Piran, 2017). CAPG-E co-researchers found their voices by challenging deeply
held beliefs about themselves, shame, body image, and sociocultural messages. As described in
Chapter Four, co-researchers began to recognize and speak about one another’s worth, dignity,
and beauty, and also started to internalize these qualities as truths about themselves. This finding
is meaningful on an individual level, but also has incredibly important social and cultural
implications.
Feminist phenomenologies support the voices of women (Garko, 1999). Counter to
dominant patriarchal assumptions, this study sought to privilege female co-researchers’
experiences in her own words, recognizing the value of each voice (Young, 2005). Privileging
voices pertains to hearing and reporting the voice of each co-researcher regarding her experience
in the CAPG-E process, as well as her views, perspectives, and experiences shared about topics
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such as the objectification and sexualization of female bodies, the impossible standards of ‘diet
culture,’ and the atrocities associated with the abuse of power (Piran & Teall, 2012). Through
increased self-awareness, positive identity development, and using their voices, co-researchers
experienced growth in their sense of self during CAPG-E. They further identified how the group
leader impacted their experiences.
A significant finding from prior CAPG studies pertained to group leaders, specifically
the personhood of the leaders, the leaders’ ability to provide safety, and the leaders’ willingness
to remain structured yet flexible (Sosin et al., 2020). The current study supports these findings,
as co-researchers reported that the group leader provided them with safety, structure, and care.
The aspects of the leader’s personhood identified as impactful in previous CAPG studies
included being relational, open, warm, and consistent (Sosin et al., 2020). These factors were
also supported in the current study, as one co-researcher stated: “I love Sandra as the leader and
facilitator of the group. She is extremely wise, knowledgeable, and understanding, and
graciously guides the conversation while allowing us to discuss what we need to.” The group
leadership style contributed to the current study’s findings, supporting research indicating that
the wisdom, empathy, and intuition of a group leader increase the efficacy of eating disorder
treatment protocols (Ressler & Kleinman, 2019). Furthermore, a group leader’s attunement and
awareness of non-verbal cues are necessary for promoting co-regulation (Williams & Files,
2019). CAPG-E co-researchers identified the leader’s flexibility and openness to feedback
associated with attunement. They reported that the group “felt structured, but if anyone became
overwhelmed [the leader] would help us go back to grounding.” They also reported, “when
something wasn’t working, she was extremely quick to adapt and make changes for the better of
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the group.” The personhood and flexibility of the group leader meaningfully contributed to the
efficacy of CAPG-E.
Though it was unintentional, all group members being in individual treatment with the
group leader was a strength of the group. When considering the ways in which the person of the
leader impacted the group, co-researchers reported that having a group leader with whom they
already felt safe and supported helped them feel comfortable in the group. For example, Summer
articulated in her reflection:
Having Sandra simply know me -- my struggles, my ups and downs, what is difficult for
me to talk about and hear -- gave me incredible peace. I continued to trust and become
comfortable with my fellow group members, but before I felt familiar with them, having
Sandra present caused me to feel comfortable and supported. I believe the support I felt
from her allowed me to more quickly feel the same support from my other group
members, and if I did not initially feel that safety from the group leader, I imagine this
process of comfortability with my peers would have taken much longer.
Summer noted that she felt confident that content discussed in individual sessions would not be
repeated by the leader in the group. She stated that this confidence “increased my feelings of
safety and trust both in the group context, and in our personal therapy sessions.” The comfort
that co-researchers felt with the group leader may have contributed to the use of humor in the
group sessions.
An unanticipated primary theme within CAPG-E process was humor used by the group
leader and members. This theme was notable as one’s sense of humor is significantly negatively
impacted by eating disorders, but it is strengthened as one moves through the recovery process
(Bardone-Cone et al., 2010). The use of humor and occurrences of laughter increased as the

189
group developed. Co-researchers experienced increased connection to self and others, as laughter
is an embodied expression of emotion (Chadwick, 2017; Sutton, 2011). This finding provides an
encouraging representation of the comfort, healing, and growth that occurred during the CAPG-E
group. The next section focuses on how CAPG-E impacted experiences of fear and shame.
Research Question Two
The research question regarding how co-researchers described the impact of CAPG-E on
fear and shame generated themes within the categories of components and process. Within
components, the primary theme of psychoeducation included the following subthemes: relational
nature of shame, how shame took root, the impact of EDs on shame, and the universality of
shame. The primary theme of activities included Shame Narrative, CEI, and CSCT subthemes.
Primary themes within the process category included identifying common experiences of shame,
experiencing group connection, and shifting the narrative.
Components
The CAPG-E protocol includes psychoeducation about several aspects of fear and shame
as this is a key component of developing shame resiliency (Brown, 2006; Schoenleber
& Gratz, 2018). Co-researchers reported experiencing greater freedom when they learned about
the relational nature of shame and about how shame took root in relationship. They articulated
that their deep-rooted shame did not originate within themselves, and through learning about
their understanding about their shame experiences started to shift. Learning about shame in a
relational setting was challenging for some, exemplified in one co-researcher’s statement that
“even saying the word ‘shame’ in regard to my life almost makes me feel more shame, even
though it shouldn’t.” However, facing shame in a relational setting provided support for coresearchers and protected against increased isolation, an approach supported in the literature (i.e.,
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Kelly & Tasca, 2016; Schoenleber & Gratz, 2018). Anna articulated this in her report that
discussing her shame experiences with others helped “calm the critical voices.” Learning about
the relational roots of shame was helpful for CAPG-E co-researchers.
Through psychoeducation, co-researchers also identified the ways that eating disorders
impact shame. They identified using ED behaviors to manage shame, and how they experienced
shame intensifying rather than dissipating after using ED behaviors. Their reports supported
Kelly and Tasca’s findings (2016) about the cyclical nature of shame and eating disorders, each
perpetuating the other. Co-researchers’ identification of experiencing shame associated with their
eating disorders and associated with other experiences also aligned with prior studies (Allan &
Goss, 2012). By learning about how eating disorders and shame influence one another, coresearchers learned to use alternative healthy strategies for addressing shame.
Shame often feels isolating (Kelly & Tasca, 2016), an aspect of shame that interferes with
the recovery process (Stewart, 2004). As co-researchers identified the universality of shame, the
isolation they’ve experienced associated with their shame was lessened. Recognizing that others
also experience shame decreased their pervasive shame, supporting Brown’s work regarding the
role of interpersonal connection and vulnerability in healing shame (2013). Sloane articulated
that because “shame is a feeling we all have, it is relatable to listen to other’s experiences. [I can]
share my own shame because—though unfortunate—it’s a component of life for everyone.”
Using a group counseling approach for CAPG-E was helpful for recognizing the universality of
shame, supporting the use of group interventions for eating disorders to meet needs for
connection, support, and safety (Beyer, 2016; Goss & Allan, 2012; Stewart, 2004). Coresearchers implemented what they learned from psychoeducation about shame as they engaged
in activities.
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Co-researchers reported that the Shame Narrative activity was helpful in modifying fear
and shame, while the CEI and the CSCT garnered mixed reactions, as reported in Chapter Four
of this manuscript. Co-researchers depicted past shame-inducing experiences during the Shame
Narrative activity; they reported that this was meaningful as it helped them organize and
understand their stories and helped them gain more perspective. These findings support Virdi and
Nicholls’s assertions that creative narrative or timeline interventions increase understanding and
self-compassion about past experiences among those with eating disorders (2019). Coresearchers also noted the positive impact of sharing their narratives with one another; they
stated that sharing their narratives deepened their interpersonal connection and allowed them to
both offer and receive compassion, both of which are necessary aspects of meaningful eating
disorder treatment (Williams & Files, 2019). The Shame Narrative intervention met the goals of
processing shame, increasing insight, and deepening connection (Sosin & Noble, 2020). Other
activities were helpful for some participants but overwhelmingly challenging for others.
The CEI and CSCT interventions both include elements of shame exposure that are
intended to help co-researchers learn how to offer themselves compassion when shame activates
(Sosin & Noble, 2020). Although anchoring and grounding elements are integrated into these
interventions (i.e., starting each activity with grounding using Safe Place), some co-researchers
experienced these interventions as too activating, reporting feeling “emotionally overwhelmed”
and “dysregulated.” Their emotional activation corroborates prior research that identified that
developing emotional regulation is particularly challenging for those with eating disorders due to
increased anxiety, fear, and shame (Williams & Files, 2019). While the anchoring tools were
intended to help co-researchers activate their soothing systems, some responses indicated that
threat systems activated instead, which can happen among those with eating disorders (Depue &
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Morrone-Strupinsky, 2005; Kelly et al., 2019). Based on these findings, identifying and
practicing grounding skills that are effective for each group member is necessary prior to
introducing shame exposure interventions.
Despite the challenges associated with the CEI and CSCT activities, co-researchers
reported that the structure and the compassion-focused components of these activities were
helpful. For example, Martha initially reported feeling overwhelmed during the CEI activity, but
then stated, “I feel like I got to a really low point during this activity... but the structure around it
helped a lot.” She also reported that the difficulty experienced during this activity was
worthwhile, sharing that “when I did the activity that dissected how I was feeling and why, I
made a breakthrough: I always feared that my beauty was directly tied to how I would be
received and loved.” Anna identified helpfulness of the compassion-focused aspect of the CSCT,
stating “I really enjoyed this activity because I needed to see the list of positives [selfcompassionate statements].” Others reported that the benefits of the intervention were helpful,
even though the activation experienced during the activity felt overwhelming at times. The
benefits of these interventions suggest that they are meaningful aspects of the CAPG-E protocol,
but care must be taken to ensure that the safety of the group is maintained throughout the
activities.
Process
Aspects of the CAPG-E process that influenced experiences of fear and shame included
the primary themes of identifying common experiences of shame, experiencing group
connection, and shifting the narrative. The theme focused on common experiences of shame
included the subthemes body shame, sex education, and global sense of shame.
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Co-researchers identified common threads regarding the sources of their shame, which
then helped them address and modify their shame. All co-researchers reported experiencing body
shame, which was expected among those with eating disorder history (Albertson et al., 2015;
Tiggeman & Kuring, 2004). Shame about one’s own body is insidious, and body shame develops
in response to several factors. The tripartite influence model of body image suggests that parents,
peers, and media are the core sources of body image shame (van den Berg et al., 2002). While
this model was not taught in CAPG-E, co-researchers identified the same three constructs as the
sources of their body shame, corroborating findings from prior studies (Menzel, Sperry et al.,
2011).
Media often represents female bodies in objectified and sexualized ways that reinforce
gender scripts (Siemens & Kwee, 2019; Tylka & Kroon Van Diest, 2015). One co-researcher
identified that the media started to influence her body shame when she was around four years
old, demonstrating how co-researchers have been saturated by media’s body image ideals for
most of their lives. CAPG-E provided an environment in which women could identify and
critically examine culturally accepted messages, and as recounted in Chapter Four, several coresearchers challenged these messages as beliefs.
Co-researchers also reported that their parents, specifically their mothers, unintentionally
contributed to their body shame as they internalized messages from their parents that normalized
body hatred and diets. This finding supports McBride’s (2017; 2019) work regarding body image
transmission from mothers to daughters. One co-researcher articulated how witnessing her
mother’s body shame also contributed to her own gender identity, stating:
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It’s not just that it seemed ‘normal’ [to struggle with body shame], but this is my mom.
She’s the only example of a woman that I really know. And so [I thought] if I don't do
what she does, then I'm not going to be a woman or something.
Furthermore, co-researchers identified shame associated with feeling distanced from their
parents, as one shared, “I know that’s normal for [mother-daughter] relationships to be
complicated, but so often, I feel as though I am the only one who appears like they should have a
great relationship with her parents (my mom, specifically), but doesn’t.” The relationships
between those with eating disorders and their parents are complex (Kyriacou et al., 2009;
Thomson et al., 2014) and this finding highlights the importance of addressing these relational
dynamics to combat shame. In addition to parents and media, co-researchers identified that
interactions with peers further contributed to body shame, primarily through comparison. This
supported previous findings about how peers influence body image and eating disorder
symptomology (Jongenelis et al., 2014). Co-researchers also identified how peers contributed
maintaining stereotypes about eating disorders and as a result, some co-researchers questioned
the validity of their disorders. The three sources of body shame identified in the tripartite
influence model of body image, media, parents, and peers, (van den Berg et al., 2002) were
identified in the current study.
Experiencing shame regarding sex education was a significant finding that was not
anticipated in the current study, but this source of shame is supported in the literature
(Underwood, 2019). Co-researchers reported that receiving little to no education about sex and
sexuality contributed to their shame experiences, supporting findings from Saville Young et al.
(2019). Furthermore, co-researchers reported that confusion and shame associated with bodily
functions (i.e., starting menstruation) contributed to experiencing distrust with the body; this
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finding is also identified in prior studies (Johnston-Robledo et al., 2007). One co-researcher
discussed how during puberty, her shame regarding her changing body resulted in not telling her
parents or requesting medical support when she was unwell, furthering her distrust of her body.
This aligns with the understanding that fear and shame associated with bodily functions disrupt
experiences of embodiment (Kwee & Launeanu, 2019; Piran, 2017). The impact of education
about sex and sexuality emphasizes the importance of challenging culturally and socially
accepted messages about female bodies throughout ED treatment (McBride, 2019; Ressler &
Kleinman, 2019).
Finally, some co-researchers identified that in addition to the identified sources of shame,
they also experienced a general sense of shame that is not tied to any identifiable source. This
aligns with the high levels of shame, self-disgust, and self-criticism pertinent among those with
eating disorders (Beyer, 2016; Goss & Gilbert, 2002; Virdi & Nicholls, 2019). When coresearchers exposed this sense of shame in the group, they connected with one another, thus
decreasing some of the isolation associated with shame. This connection was invaluable in
challenging the global sense of shame, as one co-researcher said: “I took away from this group
that compassion and empathy defeat shame.” Providing safe spaces to explore past experiences
of shame and challenge shame-inducing beliefs was a primary theme regarding the CAPG-E
process.
The next primary theme, group connection, helped co-researchers monitor and modify
experiences of fear and shame. They reported feeling less alone because of this group, which is
significant because loneliness and isolation often hinder the recovery process (Goss & Allan,
2012; Stewart, 2004). Through the group connection co-researchers reported feeling empowered,
as discussed in Chapter Four. This finding supports the promotion of social power in embodied
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eating disorder treatment (Piran & Teall, 2012), and aligns with the goals of feminist
phenomenology (Stanley & Wise, 1993). Increased social power was described as co-researchers
described feeling powerful and free as they connected with one another. Experiencing increased
connection and freedom allowed co-researchers to not only identify, but also change their shame
narrative, supporting prior research indicating that developing a new narrative promotes
increased self-compassion and a more stable sense of self (Stanghellini et al., 2019; Virdi &
Nicholls, 2019). Several CAPG-E components and processes were helpful and meaningful in
tolerating, monitoring, and modifying fear and shame.
Research Question Three
Primary themes identified in response to the third research question about the impact of
CAPG-E on experiences of embodiment included the components of psychoeducation, including
sub-themes of shifting from body image focus, learning the dimensions of the experience of
Embodiment, and identifying the role of disconnection, as well as activities, including the subthemes of Body Awareness Intervention and other activities. The process of CAPG-E impacted
co-researchers’ experiences of embodiment through experiencing connection with others,
increasing trust in bodies, and increasing awareness of embodiment.
Components
Psychoeducation about embodiment was grounded in literature that encouraged a
transition away from focusing on body image in eating disorder treatment, emphasizing instead
the experience of embodiment (Ressler & Kleinman, 2019). Co-researchers reported that they
experienced new hope for recovery when they shifted their focus to embodiment instead of
focusing on trying to change their body image. As highlighted in Chapter Two, the concept of
shifting focus from body image to embodiment is of utmost importance because focusing on
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body image and size in treatment may reinforce clients’ belief that size and weight are the most
important attributes of their bodies (Kwee & Launeanu, 2019). In addition, body image
maintains a focus on the external evaluation of the body (Ressler & Kleinman, 2019). Coresearchers indicated that the psychoeducation lesson on this topic explained these concepts in a
clear and understandable manner. They also recognized that as their awareness of embodiment
increased, their focus on how bodies appear naturally decreased in significance. As Summer
described, “if I feel good in my body… it becomes like less about what I look like, and my
whole body becomes more dynamic in my mind… it's about how my body does all these things
for me.” This conceptualization does not objectify the body or focus on the body’s appearance, a
significant shift from many other ED treatment approaches (Kwee & Launeanu, 2019).
From a feminist phenomenological lens, female body image ideals cannot be divorced
from implicit and explicit sociocultural and political messages regarding the ideal female body.
Empowering co-researchers to focus on their experience of embodiment rather than on their
body image in ED treatment provides a foundation for critically evaluating external messages.
The focus on embodiment challenges sociocultural messaging about female bodies instead of
reinforcing harmful messages.
The next subtheme co-researchers identified was psychoeducation about the dimensions
of the experience of embodiment, stating that this lesson provided vocabulary and understanding
about the construct. These dimensions from the Developmental Theory of Embodiment (Piran,
2017) provided co-researchers with applicable understanding about the construct. As Sloane
noted, “this sounds like a much better way of thinking about [my body] and it sounds a lot more
achievable.” Through exploring the five dimensions, co-researchers identified more nuanced
areas of disconnection from their bodies, and they identified how shame and self-hatred

198
contributed to these disruptions. This finding supports prior research (Bardone-Cone et al., 2010;
Goss & Gilbert, 2002, Piran, 2017).
One function of eating disorder behaviors is to disrupt or disconnect from one’s
embodied awareness when maintaining awareness becomes overwhelming (Malecki et al.,
2018). Co-researchers explored the function of disconnection from their bodies and identified
disconnection as an attempt to self-protect against sensation or emotion, corroborating findings
by Kwee & Launeanu (2019). Understanding and exploring the role of disconnection in CAPG-E
provided co-researchers with the safety and support needed to begin re-connecting with
themselves. Through the subthemes of embodiment instead of body image, dimensions of the
experience of embodiment, and identifying the function of disconnection, CAPG-E
psychoeducation impacted co-researchers’ experiences of embodiment.
While there is value in learning about embodiment, lived experience transforms when
one moves beyond cognitive gymnastics to awareness and engagement with the body itself. The
Body Awareness Intervention was developed to increase awareness of somatic markers and to
identify physical cues associated with experiencing emotions (Sosin & Noble, 2020), based on
the recommendations of Kwee and Launeanu (2019). Co-researchers reported that they
experienced increased awareness of their somatic cues and increased connection with their
bodies during this intervention. One co-researcher noted that including this intervention toward
the end of the group protocol was helpful because group connections provided a safe
environment for connecting with self. This intervention was overwhelming for one coresearcher, who chose to disengage from this activity as she felt she might become flooded or
dissociative. Other group members were accepting of her decision and appreciated her honesty
about it. I highlighted how her choice to not engage was an example of the “attuned self-care”
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dimension of embodiment (Piran, 2017). Learning about the construct of embodiment and
applying this knowledge through the Body Awareness Intervention was helpful and meaningful
for co-researchers. In addition to the Body Awareness Intervention, co-researchers identified
positive changes in their experiences of embodiment resulting from other activities including the
Safe Place with Others and Core Self Depiction activities. This finding supports the
understanding that experiences of embodiment impact how the body is experienced in various
contents (Piran & Teall, 2012). In addition to the CAPG-E components, the process of CAPG-E
also impacted co-researchers’ experiences of embodiment.
Process
The CAPG-E process impacted co-researchers’ experiences of embodiment through the
primary themes of experiencing connection with others, increasing trust in bodies, and
increasing awareness of embodiment.
Connecting with others in the group setting was a catalyst for promoting positive
experiences of embodiment. Co-researchers identified and processed their experiences with
others, practicing cognitive flexibility as they considered additional perspectives. Providing a
group space in which co-researchers could talk about their bodies in a positive manner also met a
need identified in prior studies (McBride & Kwee, 2019). Another way that the group connection
impacted embodiment was that co-researchers could see expressions of embodiment in one
another, a phenomenon that Summer noted when she shared, “This group was so meaningful,
especially when I and my peers noticed a visible shift in my physicality when I talked about
being connected in my body compared to before.” Ann identified how her experience in her body
shifted as she encouraged others. She wrote, “I also felt good in my body when we were all open
and honest and shared encouragement with each other.” The examples Summer and Ann shared
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demonstrate the significance of identifying somatic experiences in a group setting (Ressler &
Kleinman, 2019). Interactions about somatic experiences in the group are valuable during eating
disorder recovery because proprioception is developed through interpersonal somatic attunement
(Stern, 2000). Summer encapsulated the significance of group connection when she stated, “The
connection to everyone I felt because of our similar experiences with EDs, shame, and trauma
(and disconnection from body) was so beautiful and helpful.” Co-researchers reported that the
group connection promoted increased trust in their bodies.
Individuals with eating disorders experience significant distrust in their bodies (CookCottone, 2015; Launeanu & Kwee, 2019; Richards et al., 2017). Co-researchers reported
experiencing increased trust in their bodies throughout CAPG-E. The importance of trust in the
body was described by Merleau-Ponty as ‘fundamental’ for existence (1945), signifying the
value of CAPG-E co-researchers experiencing deeper trust. One co-researcher articulated feeling
resistant toward this concept saying, “Trust my body? WHAT??? I have a very hard time with
this because I want my body (and my brain) to be so different sometimes.” However, she later
reported, “I almost don't see my body as an enemy anymore.” Body trust is one marker of eating
disorder recovery (Tylka & Wilcox, 2006), and based on the feedback provided by coresearchers CAPG-E provided an avenue for increasing trust in the body.
The final identified theme was increased experiential awareness of embodiment. Coresearchers reported experiencing stronger attunement to their embodied experiences, a goal of
eating disorder treatment (Cook-Cottone, 2015). Awareness of internal states is a protective
factor against body objectification (Tiggeman & Kuring, 2004), and was demonstrated in the
CAPG-E group as co-researchers practiced attuned self-care in response to their embodied
awareness. One individual articulated this theme as she set an intention for “inhabiting my body
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in a more positive way and being with the feelings/emotions that that can bring up.” This theme
also represents a shift from the illness model of ED treatment to a more embodied, holistic
approach (Berg et al., 2020). Increased embodied awareness and trust in the body developed
through the group connection in CAPG-E, demonstrating helpful and meaningful CAPG-E
processes.
Implications for Social Change
Eating disorders continue to have a high mortality rate and impact every facet of affected
individuals’ lives. Unfortunately, standard treatment protocols are insufficient in promoting full
recovery from these disorders (Gaudiani, 2019; Kwee & Launeanu, 2019). For individuals
struggling with eating disorders, CAPG-E is a promising treatment protocol for providing the
components and processes needed to pursue full recovery, including healing from underlying
fear and shame. Furthermore, the protocol’s integration of embodiment-based interventions and
education meets an identified need in eating disorder treatment (Beyer, 2016; Cook-Cottone,
2016; Kwee & Launeanu, 2019). The manualized protocol can be implemented in a variety of
treatment settings and levels of care. CAPG-E’s focus on privileging the voices of participants,
increasing understanding and power, and shifting away from pathologizing experiences align
with goals of feminist phenomenology and promote social change that is needed to disrupt
cultural discourse about female bodies (Fisher, 2000; Young, 2005).
Co-researchers identified the value of having a safe community in which they could share
their experiences and reconnect with their own bodies. Despite the need for such spaces, they are
scarcely available for women in Western sociocultural contexts (McBride & Kwee, 2019). The
value and necessity of continuing to create communities where women can share experiences
and reconnect with their bodies in safe ways may decrease the pervasive sense of shame, fear,
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disembodiment, and disconnection that are commonly experienced by women. Such
communities may decrease the impact of these painful emotions and processes.
Recommendations for further action are identified in the next section.
Recommendations for Action
Through identifying the interconnectedness between shame, fear, embodiment, and
disordered eating patterns, this study highlighted the impact of providing safe and inclusive
spaces for processing shame, embodiment, and trauma. The positive feedback provided by coresearchers suggests that the CAPG-E group intervention is worthy of further study and
replication. The results of this study may be of particular interest to clinicians working in higher
levels of care, as these treatment settings typically utilize group work as a primary means of
treatment in addition to providing individual support.
The CAPG-E manual was edited to reflect the experiences and recommendations of coresearchers during this study. To address and acknowledge the difficulty experienced by some
co-researchers during the CEI and CSCT interventions, the manual will emphasize the need for
safe community and access to anchoring tools during these interventions. Flexibility regarding
the creative medium used (i.e., visual arts, writing, and/or visualizations) will also be emphasized
to reflect the varied experiences of co-researchers when utilizing different mediums.
In an effort to reach as many as possible these findings will be disseminated through
several formats. Publication of findings and of the CAPG-E manual will inform other clinicians
and treatment programs about the CAPG-E protocol, including the results of this study and
recommendations for future applications. Professional development workshops and presentations
may provide a means of disseminating the results while also emphasizing the need to utilize
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clinical practices that support a holistic approach to eating disorder treatment with an
embodiment focus that extends beyond behavior reduction.
Limitations of the Findings
The findings and discussion of the current study must be understood within the context of
the limitations of the study. The hermeneutic phenomenological approach seeks to explore and
represent the lived experience of the individuals who participated in the study (van Manen,
1990). Findings are not intended to be generalizable to additional populations; the intention was
to embark on a deep exploration of the experiences of this small group of individuals. Within this
study’s sample there was diversity regarding ethnic background and sexual orientation of group
members; however, the group was homogenous in general religious views, gender identity, and
geographic location. Recruitment for this study took place at an outpatient counseling center, so
the severity of each co-researcher’s eating disorder was manageable on an outpatient level at the
time of the study. Individuals receiving outpatient treatment may have more stability in their
recovery compared to individuals receiving treatment at a higher level of care. These factors
further limit the generalizability of findings.
Phenomenological research seeks to explore lived experience as it is understood by those
experiencing it, not as it might be understood or interpreted by others (Cohen et al., 2000).
However, the hermeneutic phenomenological tradition recognizes that the researcher’s
interpretations cannot be divorced from the data analysis process so the role of the researcher’s
interpretation in understanding and presenting the data is recognized (van Manen, 1990).
As discussed in Chapter Three, all participants were receiving individual psychotherapy
services from me, the primary researcher, before and during the course of CAPG-E. Although
co-researchers reported that this was a strength of the study as it increased their comfort and
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willingness to engage in the group, this dynamic may have impacted the study’s findings. Coresearchers shared feedback about CAPG-E that was both positive and negative, which might
indicate that they felt comfortable to honestly share their feedback. However, impression
management may have played a role in their disclosures as they may have felt a need to present
themselves in a certain manner to their counselor.
The pilot CAPG-E group ran from September to November 2020, during the global
COVID-19 pandemic. Due to the pandemic, group members’ experienced increased isolation
during the months preceding the study, and the isolation may have impacted their experiences of
connection and community during this study. Some factors in the group environment, such as the
spacing between chairs, were impacted by COVID-19 guidelines for social distancing; these
factors may have impacted how group members experienced CAPG-E. The group was designed
to take place in a face-to-face format, but due to extenuating circumstances during the pandemic
it was not always an option for all participants to attend in person, or to be in an ideal
environment when attending virtually (e.g., when quarantined to a shared home). When attending
virtually, participants identified technology as a barrier in feeling safe and connected with the
group due to difficulty hearing all group members and following the discussion. Moreover, a
lack of privacy in some home environments caused additional discomfort. The context of the
pandemic, social distancing recommendations, technological challenges, and privacy concerns
could impact how co-researchers experienced CAPG-E.
Recommendations for Further Study
Recommendations for further qualitative study center around the homogeneity of the
sample in this study regarding gender identity, overall religious identification, age range, and
geographic location. Future studies with more heterogenous groups may provide further insight
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about the efficacy of CAPG-E in diverse populations. Additionally, this study explored the
application of CAPG-E in an outpatient treatment setting; further study is needed to determine
the potential efficacy of CAPG-E in higher levels of care including inpatient, residential, or
intensive outpatient treatment settings. The effects of CAPG-E may differ in higher level of care
settings compared to outpatient treatment since higher level of care settings often include
significantly more group work compared to outpatient treatment settings. The more acute
severity of ED symptomology in higher level of care settings could also impact how CAPG-E is
experienced.
While qualitative studies provide rich information about the CAPG-E experience,
quantitative studies could provide more conclusive information about the efficacy and impact of
this protocol. Randomized control trials are needed to establish an evidence-based status for
CAPG and CAPG-E. Quantitative studies that measure eating disorder symptomatology are also
recommended to establish the efficacy of this protocol in addressing ED symptom reduction as
well as shame and fear. Such studies will be valuable in furthering the reach and implementation
of CAPG-E.
Researcher Statement
My desire to develop a creativity-based, trauma-informed, embodied intervention for
eating disorders developed over several years as I grew increasingly frustrated with the limited
efficacy of existing protocols. I was excited to develop a protocol that incorporated a more
holistic framework regarding eating disorder recovery. I genuinely enjoy the time I spend with
my clients, so I felt excited about the group particularly as clients expressed interest in
participating. Despite my excitement, I was not aware when I started this study of how deeply
meaningful the process would be for me. As a woman, a counselor, and a researcher, I was
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moved as group participants showed deep care for one another and challenged deeply held
negative core beliefs about themselves. My interactions with the group, time spent reading and
analyzing the data, and observations of the group process impacted me as I recognized the power
of connection. My theoretical approach to counseling includes holding unconditional positive
regard for my clients. Prior to this group it was easy for me to see their strength and bravery, but
I knew that they very rarely saw that for themselves. However, as they interacted with one
another, encouraged each other, and saw worth in one another, I watched as they started to see
worth in themselves, feel hope for their own recovery journeys, and recognize their inherent
goodness. My thinking about group interventions has changed as a result of this study. While I
knew that groups could be a helpful addition to individual work, I now see how transformational
group work can be and I will continue to encourage clients to engage in counseling groups as
part of their treatment.
Throughout the eight weeks I was running CAPG-E, several close friends and mentors
commented on the joy and hope I embodied whenever I talked about this study. I believe this
reflected how I felt about each individual gaining freedom from her eating disorder. During the
data analysis process, I read through the co-researchers’ written feedback each week and
explored the data as a whole; I was moved to tears several times as I read words of hope, safety,
acceptance, and healing. I believe completing this study during the COVID-19 pandemic
provided a space for connection when it was most needed, and I am thankful for the timing of the
study despite the additional challenges that it presented.
I knew that completing a dissertation was a requirement for my program of study, but it
was important to me that I not only complete research for the purpose of graduating, but that my
research also meaningfully impact the lives of others. I wanted to finish this project knowing not
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only that I completed a personal goal, but also that I positively impacted the lives of others.
When at the end of the CAPG-E group one co-researcher gave me a note that read “Thank you
for giving me a place to show up and be seen,” I felt hopeful that I had achieved my goal. This
experience has taught me that engaging in research, particularly using qualitative methodology,
allows me to contribute to the literature while also promoting meaningful change within the lives
of co-researchers. I hope to pass along the insight, experience, and passion I experienced during
this study as a future counselor educator, supervisor, and clinician.
Summary and Conclusion
This chapter provided a discussion of this study’s findings, in the context of the larger
body of literature. The interpretation of findings also provided insight regarding implications for
social change, recommendations for future action, and suggestions for further study. A plan for
disseminating the findings from this study was discussed, along with identifying the limitations
of this study. The chapter ended with a discussion of my personal experiences and reflections as
the researcher.
The purpose of this study was to adapt a creative group protocol for embodied eating
disorder treatment, and to explore the lived experiences of the pilot group members. Chapter One
of this manuscript provided background information about the problem, the purpose and nature
of the study, and the theoretical and conceptual framework. The second chapter reviewed
existing literature regarding eating disorders and treatment, the history and status of embodiment,
and the components and process of CAPG-E. Chapter Three presented the phenomenological
research design, the procedures and methodology of the study, and the process for data analysis.
Chapter Four presented the findings of the study, including demographic information about the
co-researchers and the results of each of the three research questions. This final chapter
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discussed the study’s findings, the limitations of the study, and the implications for future
research and action. CAPG-E is a helpful and meaningful intervention that promotes connection
with self and others, decreases the hold of shame and fear, and embeds hope for full recovery
and freedom from eating disorders.
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Appendix A: Weekly Feedback Form
Please take a moment to give me feedback about your experience of this session. Please also use
this to determine what you would like to share in 3-4 sentences during our opening next session.
1. Your initials: ________
2. What impact, if any, did the following components of CAPG-E have on you today?
Please feel free to write on the back or on another piece of paper if you want more space.
If you created something and want to share it with this feedback, please take a photo of it
and email it to me.

Opening Sharing:

Learning Portion:
(Consider, for example, did the teaching make sense to you? Do you have any questions
or suggestions as to how I can be clearer? Other feedback? What did this information
mean to you?)

Creative Arts Activities:
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Closing Sharing:

2. How safe did you feel to share with our group today? Is there anything you need to feel safer
or more supported?

3. Any other comments or concerns you’d like to share?
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Appendix B: Group Counseling Evaluation
GROUP COUNSELING EVALUATION
Please provide your feedback about your group experience. We appreciate your honesty. Your
feedback will help us understand your experience and enable us to increase the quality of the group
for others.
Please consider each aspect of your experience in the CAPG-E group and provide your feedback.
1. Screening Process (forms and discussion with Sandra):

2. Leader’s Style and Personhood:

3. Group Members and Group Process:

4. Session by Session Education and Activities:
Session One: Increasing Emotion Regulation and Creating a “Village of Safety”
Session Teaching:
• We have a biological need to feel safe, accepted and valued. When we do not, we feel
shame.
• Shame is intolerable, causing fight, flight, and freeze responses, and creates a need to
calm and soothe our bodies (SNS to PNS).
• The “Window of Tolerance” (WOT) is the range of activation where we feel we can
function well. The eating disorder may give a “faux window” or sense of regulation.
• You can use grounding tools to calm your body.
Session Components:
• Teaching focused on cultivating safety in our bodies and minds
• Deep Breathing
• Progressive Muscle Relaxation
• Safe Place Depiction
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What, if anything, was helpful to you about this session and why? How can you continue to
apply this information to enable you to feel peaceful, safe and loved and accepted as you are (not
as you “should be”) when shame-fear activates?

Session Two: Knowing, Being, and Celebrating Your True Self
Session Teaching:
• We are both connected to our core self and our needs.
• We receive messages from caregivers and other influences (i.e. media) about whether it is
safe to express needs and if our core self is acceptable.
• As the eating disorder develops a ‘disordered self’ or ‘ED self’ emerges.
• Knowing who we are at our core helps us return to our window of tolerance.
• It takes courage, loving-kindness, time, and support to know and live from our core self.
Session Components:
• Anchoring and establishing your safe place
• Connect with and depict your core self through creativity, identifying your values and
variables that contribute to your core self (list of variables to consider provided on
handout)
• Sharing with others your experience with this activity
What, if anything, was helpful to you about this session and why? How can you continue to
apply this information to enable you to feel peaceful, safe and loved and accepted as you are (not
as you “should be”) when shame-fear activates?

Session Three: Creative Shame Resiliency
Session Teaching:
• We can learn tools to creatively monitor the flow of energy and attention of our minds in
order to self-soothe, sort out thoughts, feelings, and bodily sensations, feel and validate
feelings, and meet underlying needs.
• Needs include love and security, validation, autonomy and identity, limits, and
spontaneity.
• Unmet needs are ‘buried alive’ and need closure; we often use coping mechanisms to
temporarily soothe.
• We can learn to slow down, assess feelings, and meet our needs.
Session Components:
• Teaching to learn to identify our needs
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•

Creative Exposure Intervention: Depict your safe place; think back to a shame trigger;
create a spoke from your safe place depiction to depict the shame memories including,
thoughts (Downward Arrow), emotions, and bodily sensations. Return your focus to your
safe place and consider how you might respond to a loved one experiencing the shame
trigger.
• Application: Take time to identify the thoughts, emotions, and sensations that you
experience throughout the week.
What, if anything, was helpful to you about this session and why? How can you continue to
apply this information to enable you to feel peaceful, safe and loved and accepted as you are (not
as you “should be”) when shame-fear activates?

Session Four: Transforming Shame Through Interpersonal Connection
Session Teaching:
• Quote on whiteboard: “Vulnerability is the center of shame, scarcity, fear, anxiety, and
uncertainty- but it is also the birthplace of love, belonging, and joy” (Brene Brown)
• When we are in the presence of someone who loves us and is connected (attuned) to us,
feelings of fear-shame can start to recede.
• Self-criticism activates the threat response, which then triggers behaviors to remove the
source of self-criticism (i.e. eating disorder behaviors). With practice, we can bring focus
back to the present moment when triggered. As we monitor self-criticism, we are able to
shift it toward self-compassion.
• As we increase our awareness and engage with these practices, we can figure out what we
need and connect with ourselves and others who are safe and loving.
Session Components:
• Teaching reviewing past learning including the Creative Exposure Intervention
• Safe Place with Loving, Protective Person(s)
• We collaboratively determined to defer the Creative Self-Compassion Tool to next
session.
• Briefly discussed self-criticism as ‘bullying’
What, if anything, was helpful to you about this session and why? How can you continue to
apply this information to enable you to feel peaceful, safe and loved and accepted as you are (not
as you “should be”) when shame-fear activates?

Session Five: Accessing Self-Compassion and Kindness
Session Teaching:
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•
•
•

When anxious we think in all-or-nothing ways, and food rules can provide a semblance
of relief. However, they further disconnect us from ourselves and reinforce the idea that
we must ‘manage’ our bodies and that our bodies cannot be trusted.
Self-talk that emerges from this is often unkind and critical, like a bully.
We cannot shame or bully ourselves into our window of tolerance or into sustainable
change.

Session Components:
• Teaching and discussion
• Creative Self-Compassion Tool: Depict your safe place in center of page. Think back to a
shame trigger and depict or write it on the left side of your page (including thoughts
(Downward Arrow), emotions, and bodily sensations). Return your focus to your safe
place. On the right side of your page, depict or write compassionate responses to what is
written on the left side of your paper.
• Provided Eater’s Agreement and Conscious Eating Guidelines
What, if anything, was helpful to you about this session and why? How can you continue to
apply this information to enable you to feel peaceful, safe and loved and accepted as you are (not
as you “should be”) when shame-fear activates?

Session Six: How Shame Took Root and Uprooting It
Session Teaching:
• Shame-fear thoughts, emotions, and bodily sensations are shadows from the past,
triggered by internal and external experiences in the present. The eating disorder voice
often instead explains these experiences as stemming from a flaw in you or your body
• Unkind critical ‘voices’ are at the root of our shame and are stored in our bodies,
activated, and continue to impact us today.
• Exploring, understanding, and sharing our experiences of shame helps us understand the
‘rest of the story’ of who we are; that our environment failed to protect us (not that we are
failures).
Session Components:
• Safe Place Depiction
• Watching “the movie” of how shame took root in your life and depict these shaming
experiences around your safe place
• Considering additional factors that caused shame, returning to your safe place throughout
• Sharing and connecting with others
• Application: At any time, we can choose to be still, know, and embrace the truth of our
worth, dignity, and acceptance
What, if anything, was helpful to you about this session and why? How can you continue to
apply this information to enable you to feel peaceful, safe and loved and accepted as you are (not
as you “should be”) when shame-fear activates?
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Session Seven: Increasing Freedom through Present Moment Awareness
Session Teaching:
• Quote: integrating the self and body in order to fully recover
• Seeking positive body image keeps our focus on our bodies. Embodiment shifts our focus
to our experience in our bodies, feeling ‘at home’ in our bodies.
• Eating disorders disrupt our experiences of embodiment.
• We can rebuild trust and understanding with our bodies over time.
• Chart with the five dimensions of embodiment
Session Components:
• Discussion of quote and teaching about embodiment
• Practicing feeling calm and connected in our bodies and noticing how our bodies feel;
shifting focus to feeling disconnected and distressed and noticing how out bodies feel; regrounding in connection to our bodies
• Group discussion about connection to our bodies and positive and negative experiences
of embodiment
What, if anything, was helpful to you about this session and why? How can you continue to
apply this information to enable you to feel peaceful, safe and loved and accepted as you are (not
as you “should be”) when shame-fear activates?
Session Eight: Review and Maintenance Plan
Session Teaching:
• Once the amygdala activates, the cortex (‘thinking part’ of our brain) goes “offline” until
safety is re-established. Our work is to shift from SNS activation (fight or flight) to PNS
(rest and digest) activation.
• The anchoring and art activities we’ve learned help to re-establish a sense of safety.
• We have focused on how shame took root. The fear-shame related thoughts, emotions,
and bodily sensations we have are shadows from the past, triggered by internal and
external experiences in the present.
• We’ve recognized that disordered eating behaviors have played a role in our lives but
they do not support living from a place of embodiment and acceptance; they only create a
‘faux’ window of tolerance. Resistance to change is common, and we can respond to
resistance with compassion to continue to strengthen our healthy core selves.
• We’ve seen the power of connecting with one another.
• You are worthy of the time, effort, and care you take to nurture your core self when fear
or shame sets in.
Session Components:
• Grounding: Embodied Present Moment Awareness
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•
•

Review CPAG-E session contents to help remember and apply teaching and activities in
the future.
Develop a maintenance plan to sustain growth of a loved, shame-free state.

What, if anything, was helpful to you about this session and why? How can you continue to
apply this information to enable you to feel peaceful, safe and loved and accepted as you are (not
as you “should be”) when shame-fear activates?

5. Group Structure and Guidelines:

6. What is the most important thing you learned from being in this group? How will you hold on
to this?

7. How, if at all, did you experience of embodiment change over the course of this group?

8. What was most challenging about this group?

9. What changes would you suggest for this group?
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10. If this group is offered again in the future, would you want to be in it again? If so, why?

11. Other comments/feedback:
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Appendix C: IRB Approval
The Liberty University Institutional
Review Board has approved
this document for use from
10/8/2018 to 03/31/2021
Protocol # 3485.100818

Consent Form
Creative Arts Personal Growth Group for Eating Disorder Recovery (CAPG-E)
Sandra Noble, MA, Resident in Counseling, CCTP
Lisa S. Sosin, Ph.D., LPC, LLP, BACS
Liberty University
You are invited to be part of a group within a research study for adult individuals in the
process of recovery from an eating disorder. You were selected as a candidate for this study
based on being a client in treatment for disordered eating, age 18 or older, reporting eating
disorder thoughts and/or behaviors and mild to moderate levels of fear/shame. This
document provides information about the study and its procedures and how it may benefit
you as a participant. We ask that you read this form completely and ask any questions you
may have before agreeing to be in the study and taking the next steps.
Researchers
Sandra Noble, MA, Resident in Counseling, CCTP
Lisa S. Sosin, Ph.D., LPC, LLP, BACS
Background Information
While eating disorders have high mortality and relapse rates (Chesney et al., 2014),
common cognitive-behavioral treatment protocols do not sufficiently address underlying
trauma and shame, low motivation for treatment, critical self-talk, and disconnection
from one’s own body (Gale et al., 2014; Kelly & Carter, 2012; McBride, 2017; Tierney
& Fox, 2010).
Embodiment, a person’s experience of living as a body engaged in the world, is
disconnected for many from a young age (Piran, 2016) which in turn promotes eating
disorder symptomology as a maladaptive coping strategy (McBride, 2019; Piran & Teall,
2012). Even eating disorder treatments that address the body image paradigm fail to
consider the lived experience of being in one’s body and reconnecting to the embodied
self (Launeanu & Kwee, 2019; Malecki et al., 2018). No information regarding groups
focused on increasing the experience of embodiment or such group protocols are
currently available.
Perhaps you are experiencing these difficult feelings and situations. The purpose of this
study is to gain more understanding on how effective the CAPG-E group is in helping
group members monitor and modify symptoms of fear and shame and increasing
experiences of embodiment. To measure group members’ experience of CAPG-E, study
participants will fill out and submit weekly surveys. Group members may also participate
in an interview after the completion of all group sessions.
The attached document entitled “Research Step by Step Process” describes the CAPG-E
group and research project in detail.
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The Creative Arts Personal Growth Group Procedures
The group will consist of 5-8 individuals, and it will be led by Sandra Noble and
supervised by Dr. Lisa Sosin who is a licensed professional counselor. The group will
meet once per week for seven weeks, and each session will last 90 minutes.
Participant Benefits
Participants may receive a direct benefit from this research by practicing the skills
learned throughout the group. Research reveals that the information and interventions you
will learn in the Creative Arts Personal Growth Group are highly effective in reducing
symptoms of shame. Research also shows that results from participation in interventions
of this nature are long-lasting (Barlow, 2014; Bazargan & Pakdaman, 2016).
Participant Risks
The risks involved in this study are minimal, which means they are equal to the risks
experienced in everyday life. Participants may experience discomfort as they begin to face
the thoughts, feelings, and behaviors that are linked to fear, shame, and disordered eating
patterns. It is normal for individuals to experience a temporary increase in anxiety
symptoms as they invest in personal change. Additionally, there may be times when
participating in the study may trigger traumatic memories or significantly distressing
events. It is possible that participants may need more individualized treatment beyond the
group. To minimize these risks, an assessment and screening interview will be conducted
to ensure that participants will be appropriate candidates for the group. Additionally,
should individual counseling be indicated at any time during the group, participants will
be referred to individual counselors.
Compensation
Participants will not receive any financial compensation for participation in this study.
Confidentiality
All digital information such as emails and personal information and assessments will be
kept private. We will maintain the privacy of each group member, and what happens in
the group will stay in the group. We cannot guarantee that other group members will
maintain confidentiality, but we will strongly encourage and explain the importance of
confidentiality to the group and study. The records of this study will be kept private. In
any report we publish, we will not include any information that will make it possible to
identify you. Your name will be changed and any information that can be traced back to
you will be deleted. Prior to analyzing the debriefing interview transcripts all of your
identifying information will be removed by Sandra Noble. Audio tapes will be destroyed,
and the transcripts and surveys will be printed for analysis without any identifying
information included. All printed material will be stored in a locked file cabinet owned
by Sandra Noble and the transcripts and assessments will be stored on her password
protected computer with all of your personal, identifying information removed.
Voluntary Nature of the Study
Participation in this study is voluntary. Your decision to participate or not will not affect
your current or future relations with Liberty University. If you decide to participate, you
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are free to not answer any question or withdraw at any time without affecting that
relationship. If you choose to withdraw, you can contact Sandra Noble at
sdnoble@liberty.edu. Upon withdrawal, all of the data we collected from you will be
destroyed immediately.
Contacts Information and Inquiries
The researchers conducting this study is Sandra Noble, MA, Resident in Counseling,
CCTP, and Lisa Sosin, Ph.D., LPC, LLP, BACS.
You may ask any questions you have now. If you have questions later, you are encouraged
to contact Sandra Noble at (434) 219-5621 or sdnoble@liberty.edu.
If you have any questions or concerns regarding this study and would like to talk to
someone other than the researcher(s), you are encouraged to contact the Institutional
Review Board, 1971 University Blvd, Suite 2845, Lynchburg, VA 24515 or email at
irb@liberty.edu.
You will be given a copy of this information to keep for your records.
Disclosure
I have read and understand the description of the study and contents of this document. I
have had an opportunity to ask questions and have all my questions answered. I hereby
acknowledge the above and give my voluntary consent for participation in this study.
☐ Please initial here to indicate that you give the researcher your permission to audio-tape
the debriefing session

Signature: __________________________________________Date: _____________
Signature of Investigator: ______________________________Date: _____________
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Appendix D: CAPG-E Flyer

TRANSFORMING SHAME, FEAR, AND
SELF-CRITICISM WITH COMPASSION,
COURAGE, AND COMMUNITY

Empower Counseling, PC
1381 Crossings Centre Drive Suite E
Forest, VA
Monday Evenings
September 21- November 2
6:00-7:30 PM
For more information or to schedule a brief
screening meeting email:
Sandra Noble sandra@empowercounseling.info
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Appendix E: Demographic Information Form
Confidential Background Questionnaire
1. Age ______
2. Gender (Circle One): Male Female Other______________
3. Please circle one of the following to indicate your primary ethnic identity:
A. African American
B. Asian American
C. White, non-Hispanic
D. White, Hispanic
E. Non-white, Hispanic
F. Middle Eastern
G. Multi-racial: ___________________
H. Other: __________________
4. Do you have a disability (Circle One) Yes No
If yes, would you share what the disability is?
5. What is your religion/spirituality?
6. What is your country of origin?Parent’s country of origin (if you know)Grandparent’s country of origin (if you know)7. What sexual orientation do you identify with?
8. Have you ever experienced an eating disorder, disordered eating habits, and/or body image
distress?
(Circle One): Yes No
If yes, did this result in feelings of shame about aspects of yourself? (Circle One): Yes

No
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9. Marital status:
A. Married
B. Separated
C. Divorced
D. Never married
E. Other ________
10. Marital status of parents:
A. Married
B. Separated
C. Divorced
D. Never married
E. Other ________
11. Do you work? (Circle One): Yes No
If yes, please report an estimate of your annual income:
Any other demographic information you’d like to share:

Thank you!

247
Appendix F: Group Guidelines
•
•
•
•

•
•
•
•
•
•

Please come on time every week.
Please attend every week. If you can’t attend, notify me via email. You will be missed!
Please be fully present in the group (instead of using cell or other devices during group).
We need your input and presence.
Please understand my role as leader. Don’t take it personally if I:
o Scan the group when you are sharing, I am checking to see how our group is
reacting, who wants to speak next, keeping all involved. I am still actively listening
to you.
o Refocus on the purpose of the group if someone takes us off track
o “Cut off” a member if they’ve shared too long. This is to make sure everyone has a
chance to share.
o “Cut off” an activity so I can be sure we get to everything planned: 10-15 minute
opening round, 45-60 minute activity, 10-15 minute closing activity
Please be a part of making this a safe, diversity celebrating, supportive community by being
kind, thoughtful, inclusive, and non-pressuring (I know you will be, but I am just making
it clear that these are my expectations).
Please participate in weekly opening sharing, weekly activities, and closing sharing.
Moreover, share with the entire group, not just the leader, by looking around at everyone.
I will be modeling this too. This is to make sure everyone feels included.
Please honor the confidentiality of group members by not discussing personal things shared
in group with people outside of the group. Feel free to discuss what you are learning with
others, just avoid talking about other people who are in the group with you.
In order to maintain a safe environment, please do not share any numbers associated with
your eating disorder history (weight, caloric intake, etc.) or graphic details about eating
disorder behaviors.
If you feel sad, hurt, or angry about anything that takes place in the group please let me
know right away. We are here to help you feel safe, accepted, and honored. Whatever you
do, please don’t drop out of the group because you are upset about something.
The purpose of this group is to help members recover from shame and become “shame
resilient.” Here is a summary of the focus of each weekly session. Each activity has a
creative arts component (you will be able to select how you want to express yourself, i.e.,
art medium, poem, story, song, dance, writing, etc.).
o Week One: Increasing Emotion Regulation and Creating a ‘Village of Safety’
o Week Two: Knowing, Being, and Celebrating Your True Self
o Week Three: Creative Shame Resiliency
o Week Four: Transforming Shame through Interpersonal Connection
o Week Five: Accessing Self-Compassion and Kindness
o Week Six: How Shame Took Root and Unrooting It
o Week Seven: Increasing Freedom through Present Moment Awareness
o Week Eight: Review and Maintenance Plan

